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CLINIC OF DR L L McARTHUR 
Michael Reese Hospital 


TUMOR OF THE PITUTTARY GLAND-TECHNIC OF 
OPERATIVE APPROACH 

PaUent Uiirly fiv e yma of age nho Lu been suRtnog {n»a sevcce 
beadacbea at latervati for two yeais d agMsts based on symptoms of intn 
eramal pressure aod the x-ny findings operation tie >JcArtbu» frontal 
approach postoperative course 

Tbis paiienl E D , aged tiuily five, vjas ttlcntd to the 
operator by Dr Hugh T Patnck The patieot's general health 
though Me has been good Two years ago he suffered with 
severe headache, which was always frontal m character, not 
unilateral, unaccotnpamed by vomiting He is a heavy smoker, 
but uses no alcohol 

While the pabeat is being prepared I shall read abstracts of 
the reports of the neurologists and other speaalists who have 
studied this case and assisted m making the diagnceis 

May 17, 1918 At hlicbael Reese Hospital Had x ray pic 
tures taken, which showed deaded cxcavstion of sella turcica 
Ocular exammabon at that tune revealed a left hemianopsia 
Dr Sidney Ruh, after exanunabon, regarded the condition as 
nervous breakdown, advised agamst operabve mterference 
In August 1917, was operated upon by Dr R H Good for 
leit frontal sinus disease fiadmgsamepurulent After enlarging 
the duct sinus washed out two oc three tunes weekly, headache 
was alleviated very much 

Letter of reference by Dr Hugh T patnei, v« "X think 
there can be Utle doubt that patient has a tumor of the hy 
pophysis The symptoms pomt to it and the i ray plates show 
arge exavaboa o{ the sefla with disappearance of the posterior 
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as to the removal of the bone in two pieces instead of m one 
The desirabihtj of a route by which a good view and an aseptic 
field for operation are obtainable cannot be questioned Hence 
to the general surgeon any operation done through the nose or 
mouth IS objectionable on both the limited field of vision basis 
and the septic tract through which the operation must be per 
formed 

If one mil examine a skull the top of which has been remox ed 
one will see at a glance that if the frontal prominence with the 
supra orbital ndge be remoxed one can easilj reach with an in 




1 g 2l7~Lneo(>.kn n son 

dex finger the site of the pituitary botJj Briefly the technic 
of the operation is as follows 

Technic — The surface haxnag been prepared and sterilized 
and the ejebrow haxing been shaxed an incision is made from 
the midlmc m a horizontal direction following the cur\e of the 
e\-ebrow and made m the hair hne to the outer extremit) of the 
orbit then a perpendicular mcision is made m the middle line 
of the forehead to the hair line and then curved outward to the 
same side cutting cxciything down to the bone (Tig 217) It 
IS then possible to reflect a flap of the soft tissues with the pen 
o«tcum included With this soft tissue flap retracted laterallj, 


f / ^ • i' n f=T -zfA 

J : // -V/* / *A-> *■’ r* ra ^ ^i= 

/ ■>»/•/' // f * •y ‘ 1 rii-=i^ ESi 

/ / » // jt"* » ‘^ ''/ ** ’* r rf«>r* 31 is ’ -x g 

^ f i,{i ill it* f ! * i*, f>* / -vixa m a. 

/ // / ! I ! H ti i*/ fr* *> V>/' <'^'’ /-»K/3a3a-jr r 

/ II i i iljl f f* **' (a / i M. t-ai I 

/ if iiii i^ f*fi*iii/fi*n*f*^/»t''^f<te^sA:ze 
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as to the remo%al of the bone in two pieces instead of in one 
The desirability of a route by ivhich a good vle^v and an aseptic 
field for operation are obtainable cannot be questioned Hence 
to the general surgeon any operation done through the nose or 
mouth IS objectionable on both the limited field of vnston basis 
and the septic tract through which the operation must be per 
formed 

If one M ill examine a skull the top of which has been removed 
one will see at a glance that if the frontal prominence ivith the 
supra orbital ridge be removed one can easil> reach with an in 
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dex finger the site of the pituitaiy body Briefly the technic 
of the operation is as follows 

Technic — The surface haxing been prepared and sterilized 
and the eyebrow havmg been shaxed an mcision is made from 
the midlinc in a horizontal direction following the curve of the 
eyebrow and made in the hair line to the outer extremity of the 
orbit then a perpendicular incision is made m the middle line 
of the forehead to the hair line and then curved outward to tint 
same side culling everv thing down to the bone (Fig 217) it 
IS then possible to reflect a flap of the soft tissues with the pen 
ostcum incluilctl \\ ith this soft tissue flap retracted laterally 
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one then makes a small button perforation at the upper portion 
of the exposed frontal bone through which it is possible nith 
the De\ ilbiss forceps to make a curved cut in the bone that will 
extend from the internal orbital angle upward and outward and 



21 Fbpof*oftU ue* wifactot lalCTalJ» outline uf I* nr n n and but 

(on of t»n< wnio"Kl to affonl ponl ol application lor iht (leV It forcep 

downward to the exlemal orbital angle iFig 21S) \A'hen this 
has been cut the «upra-orbiUl arch is then dmded obliqueh 
bv means of a «m3H circufar saw or oteotome -o that when 
replaced it will act as the Le\-«tone of an arch w hich has at either 
end an oblique support 
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When this has been done it is possible to pr> out the fragment 
of bone outlined and nith it will come the greater part of the 
roof of the orbit Before prying it out however the periosteum 
lining the roof of the orbit should have been carefullj loosened 
from the bone in order that the structures contauied within the 
orbit will still be protected by its penosteal en\ elope \\ hen 
this piece has been removed it should be placed m normal 
sterile salt solution and carefully mamtained at blood heat until 
ready for replacement at the conclusion of the operatae inter 
ference On its removal there will come into \iew the anterior 
portion of the frontal lobe of the braui with its dural coi ermg 
In this particular instance notwithstanding the fact that careful 
imestigation had been made of the frontal sinus which sinus 
had been under treatment for some months having been drained 
through the enlarged nasal duct we find it to be filled with pus 
and must discontinue our operatne interference until this septic 
process has been deslro>ed To do this we will remove the pos 
tenor bon> wall of the frontal sinus all of its lining mucous 
membrane and pack with iodoform gauze m such a waj that the 
end of the packing can be removed through the nasal sinus it 
being deemed inadvisable to open the dura in the presence of a 
suppurative process 

(Three weeks later the patient being free from all tempera 
lure and with no discharge from the nasal duct leading to the 
remains of frontal sinus the wound was reopened the fragment 
of frontal bone again elevated and put m salt solution and the 
frontal sinus found to have been obliterated by a mass of 
granulation tissue comp!etel3 fillmg same The operation was 
therefore proceeded with at the point at which it had been ar 
rested b> the finding of pus within the frontal sums ) 

In order to secure good exposure the balance of the roof of the 
orbit well back to the exit of the optic nerve is easily removed 
b> means of small rongeur forcqis which bite off the bone piece 
b> piece care being taken all the tune not to injure the penos 
teum which has been detached from the bone before its remov al 
(Tig 219) WTicn this is accomplidied it is then feasible with 
an ortiimr^ teaspoon or orange spoon to depress the contents of 
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the oihit ^er\ considerabK, and with a teaspcxjn tablespoon 
or other bram retractor it 1. pos-ible to ele\-ate the frontal 
lobe oica;^ m iL dural co^enng a» to gam a ^^elv of the cor 
responding optic ner\‘e within the cranium ith thi> as a 
guide further gentle loo-^mg of the dura enables one to feel 



UK* o-iij] fr»- t- vi C* tTl7»r1cr» 

inth the fin-^r the entire free ed-^ ol the pheaoid n-m" and 
with th- means of onentauon to reoogniae the anterior clmoid 
p'oees- Ji gentle handla- and •po—nn- of the «rull ar^ount 
of \-esous oozm" one wiE vxja percei\e the opposite optic ner\-e 
co-mn- into «ew with in d-ra) ctnenu- )ia\xig lie ironlal 
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lobe so ele\ated and exposed and having the anterior margin 
of the sella turcica localized <me makes a transverse mcision m 
the dura about 1 cm m front of the position of the chiasm 
(Fig 220) When this is made not infrequently considerable 
of the cerebrospinal fluid escapes from the cisterna With this 
mopped out it is possible to see the horizontal diaphragm of 



dura covering in the pituitary bod> vvhen normal — the convex 
elevation of the <amc when distended and pushed upward by a 
pituitary tumor <Fi" 

We have been fortunate m having an artist with us who at 
the V anous stages of the operation has been gi\ en an opportunity 
to imkc sketches of them He will for the purposes of future 
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illustntion complete these for the records The dra^\ln"5 
therefore will not be <4cheniatic but will be as actuall\ seen 
\\ itli our dura open and the frontal lobe ele\ ated the orbital 
contents depressed b\ means of an orclinarj teaspoon we are 
able to see both optic ner\es and their junction m the ch asm 
we nre able to see the cerebral artery hut find neither in the ella 



F 1 —Dura ui< <4 I <)j nrn» + r»i n 1 at » I nj. h jk h 

turcica nor in that portion of the frontal lobe banj; in immitluti; 
contact there nth ani abnormal «tnjciurc and must ihtrifor 
de*-i t the prt bable 1 realization a dclcnnincd ba ihi left htn 
anopsia haamg been faulta \ attempt i made at utun t 
the dura the frontal lobe and dura arc allowed to fall upon ih 
pcncv-lcum co\enn" the orb lal contents the bona fra^tnint 
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replaced and the periosteum sutured o\er it A silka%onn gut 
dram brought out at the inner angle oi the incision and closure 
bj continuous suture of the nound completes the exploration 
I’ostscnpt — Healing per prtmam, stitches removed on the 
sixth da> , and now five wecls after the operation the onl} 
wound to be seen is the perpcndicul ir mesial red line extending 



Iia 222 I Ra< (iclurc of vkull fixe after operation There are a, jet 

Mrx fe« iRR' of bi nx flo ure of the tranmadc bj the DeV ilbits forceps 

Upward to the hair whtch covers the lateral arm of the incision 
the tvtbrow hiving grown out covering the supraorbital m 
cision \n I rav picture taken at this time shows the outline 
of iht Ixmt. fragment which was removed m order to afiord 
acLx- ui the piiuiiarv vet there is but little evidence of 
honv bridging of the line of mciMon (I ig 222) 
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illustration, complete these for the records The drawings 
therefore, will not be schematic, but will be as actuall) seen 
Uith our dura open and the frontal lobe ele\ated the orbital 
contents depressed bj means of an ordinarj teaspoon we are 
able to see both optic ner\es and their junction m the chiasm, 
w e are able to see the cerebral arterj , but find neither in the sella 



turcica nor m that portion of the frontal lobe f> rnj; in imnicdiatt 
contact therewith an> abnonnal structure and must thtrefurc 
desist the probable localuation as dctcrminetl b\ thi left hemi 
anop'ia ha\ing been fault\ No atUmpt is made at suture <>( 
the dura, the frontal lobe and dura are allowed to fall upon the 
peno'teum coi ering the orbital contents the bon> Iragmcnt 1 
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TRANSARTICULAR CAPSULORRHAPHY ON THE KNEE 

Summary A day in the operating theater ol a Base Hospital in active service- 
necessity of speedy, accurate decisive grouping of patients— the omnipresent 
sepsis the first patient — a gunshot nound of the hsee — necessity of immediate 
application of splints in knee mjunes technic of examination and operative 
treatment in present ease suspension of the leg a great convenience the dress- 
ings subsequent clinical course 

A DAY m the operating theater for the cluucal surgeon on 
active service is not so much, unhke a day m his own hospital 
at home That means, of course that all his resources, both 
mental and physical, are on tap During hiS operative hours, 
which cannot be too long in these days of contmued battle, he 
IS mtensely occupied with techmcal work Diagnostic acumen 
must be sharper than m peaceful tunes because under the pres* 
ent circumstances many of the men to be operated on are not 
seen by the surgeon until they are on the table Decisions 
govemmg choice of anesthetic wisdom of operatmg on any 
gi\en wound, and the method of choice must be made quickly 
So great is the pressure that the operator must abandon his 
a\il habits — ^he cannot see his patients the night before, make 
careful physical examination, and require helpful laboratory 
tests If medical oiHcers have passed on the necessity for opera- 
tion and sent the patient to the theater, their decision must 
be accepted up to that point 

The patients are easily divided mto three groups — those re- 
ceived shortly after mjury, on whom early radical exasion and 
operation lor foreign body removal may be practised, and those 
received too late for such steps, who must be cared for by 
foreign body removal tnth indicated drainage The gas infec- 
tions and secondary hemonhages are in a rl:|.^<i by themselves 
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CAPSULOERHAPHY ON THE KNEE 

Summary A day in the operating theater of a Base HospiUl in acUve service- 
necessity of speedy accunte decisive grouping of patients— the omnipresent 
sepsis the fint patient— a gunshot wound of the knee— necessity of immediate 
appLcation of splints in knee in|uoes technic of eotnination and operative 
treatment in present case suspensionofthelegagteatconvenienee tbedress 
mgs subsequent cUfiicatcourft 

A DAY in the operating theater for the clinical surgeon on 
active service is not so mticb unlike a day in his own hospital 
at home That means, of course, that all his resources, both 
mental and physical, are on tap During his operative hours 
which cannot be too long in these days of continued battle, be 
IS mtenscly occupied with technical work Diagnostic acumen 
must be sharper than m peaceful tunes, because under the pres 
ent circumstances many of the men to be operated on are not 
seen by the surgeon until they are on the table Decisions 
governing choice of anesthetic, wnsdom of operating on any 
giien wound, and the method of choice must be made quickly 
So great is the pressure that the operator must abandon his 
ciul habits — he cannot see his patients the night before, make 
careful physical examination, and require helpful laboratory 
tests If medical officers have passed on the necessity for opera 
tion and sent the patient to the theater, their decision must 
be accepted up to that point 

The patients are easily divided into three groups — those re* 
cei%ed shortly after injury, on whom early radical evasion and 
operation for foreign body remo\aI may be practised, and those 
recened too late for such steps, who must be cared for by 
foreign body remo\-al with indicated drainage The gas mfec- 
tions and secondary hemorrhages are in a class by themsehes 
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request for t^^o^\ay skiagrams and array localization of our 
joint, chest and head injuries and we have the plates here 
Even if they ■were not available it seems better to exase this 
wound to close and protect the joint immediately, than to put 
off that step until the joint is hopelessly infected An experi 
enced surgeon will usually find foreign bodies without x ray 
assistance but unless it is absolutely impossible he should be 



L 
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I IK 221 —Lateral view «ho ms lorrcn 1 odv hugging the femur and the hole 
in Ihe 'haHlhtoughwhithrt j V el liter traversing joint 

furnished that aul His work is then more rapid and far less 
destructive 

1 'cammation of the plates shows that the foreign body lies 
just alongside the femur on the inner border of the shaft above 
the supncondvhr expansion of the bone (Figs 223 and 224) 
The localization ring is here nght over the bone and the depth 
mark is just at the femur level The operating procedure is 
cletrlv indicated We know then is a retained foreign bodv, we 
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The fonner require subdivision into three classes, those still 
localized, favorable, those complicated by septicemia, and those 
not accompamed by general reactum, which are not ^a^'o^able 
for operation 

Tlie surgeon, then, must weigh many considerations, but 
beneath all he must consider the ommpresent sepsis which 
threatens all patients Each day’s work means decisions for 
and against amputation, looked at in the hght of war ezpenence 
with sepsis, questions of the ad\'antage or disadvantage of ex 
ploration near blood \essds, of the ad^Tsabihty of skull and 
bram operations, and the mtense necessitj of closing open joints 
against infection arising around them 

Rapiditj m operation is e\en more desirable thaw m avil 
work. The time of the operating room force must be conserved 
One ordinary operator with bandaging assistants and two anes- 
thetists can easily keep three tables going Minor operations, 
espeaally those requmsg Qnl> gas anesthesia, can be sandwiched 
in between more serious ones, so that it is no great effort for a 
trained surgeon to care for 20 patients in the course of a morning 

The first patient this monung, with a gunshot wound of the 
knee, is one of the tjpe on whom we like to operate as soon as 
possible after their arn\al He is J C , 18 088, Gnr — Bde, 
RFA, injured just forty-eight hours ago, passed through a field 
ambulance awd sent down to us at once, with no more attention 
fhaw a dressing and a Thomas splmt — the > cry best treatment 
possible Knee-joint injunes no matter how slight they appear, 
should alwaj-s be splmted at once Opcratii e treatment should 
follow as soon as consistent with existmg condibons, and the 
pahent should ne^ er attempt to walk until he is reco\ enng and 
gi\ en medical permission. 

When we examine the knee we find the wound of entrance 
just above the patella in the middle Ime There is no exit 
The joint is sbghtly distended and is a little tender, and from 
the appearance of the ragged edges of the wound it seems that 
a piece of shell was the cause h.o matter which way that 
fragment went after entering the tissues, it must surely ha\e 
penetrated the subcniral pouch of the jomt We make urgent 
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pare the patient War is no respecter of human anatom> — we 
must make eas> our method of prepinng an> part of the leg 
The skm has now been shaacn from mid thigh to mid leg 
and after washing with mcthjl ilcoho! a 5 per cent solution of 



Ir 22s Meihiii I u icnl ns JfK I® m unK number of nece sar> as 
sUntsbolh n the scruVb ns U| anl n the actual opcral e «orL B> thus 
u pend n). the 1 ml >.cvat»r C ted ns f m |>i II contain nat on of the nound 
b c nla t all Il%n I 

picric acid in alt hoi i-s painted on and allowed to drj A 
ctn«trictor m then lightcncil aliout the thigh and the operatic e 
I cl I 15 j rotcclcd be towil while the leg j still in suspension 
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know where it u we are alo reasonabh certain that the joint 
has been perforated and that it still remains without noticeable 
infectious reaction Our indications arc to excise this soiled 
wound of entrance doxm (o the joint to Jett rmine the condition 
of the joint and remoxe an> untoward forei^ contents to clo^e 
the joint and entrance wound and then to make a separate 




f 


hg 2ii — \nlef [olfn r »t*» »b ■in* foresn U»l> n nntr 1» f f m n 
•haft after hav I ktccH (h« nr 


masion through the inner swk of tht lower thigh anil remove 
the foreign bfxlj 

The orderl) is using ether soap on the «»iktl skm I the leg 
and ihi^h ^ou note that wchold the whole leg up off the table 
’ ith a rubber tubin^ 

. ■ One ordtrlv tjn 

iiiu» e 1. - " de-sire i 

an"Ie of elcvatun is ofifainct/ and then procce*/ a/inc to pre 
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pare the patient War is no respecter of human anatomj — we 
must make easy our method of preparing anj part of the leg 
The skin has now been shaven from mid thigh to mid leg 
and after washing with methyl alcohol, a 5 per cent solution of 



/urj-.if jr.vJ aJiohol iv jmntwl on and lo A 

ciiri'lnctor is then tiRhtcncil about the thigh and the operatn e 
lidd Is jirotceted while the leg i' still in su«pcnsion 



CEIXOCG «rpEED 


tncrv it i. wt are a !;0 resicnat % ceTa^ t * t_i » la- 

fcis been p^no-ated ard that ii still remanis w’ Jy:?^ z 
m.i'Ctio— re^cti-^n Ou” md-cat.^^ are to eici^ tin; "•ti' 
iro^nd cl entrance dow^ to tie jo^t to d'*te’T=-re tie er-,^o r 
o ti“ joint ard rem'neani i-nto^'d fjresn cc '^w tjo*"* 
th" joir* an'* entraE-e vojsd and th'*n to c-ie a 



CCi. s thzTzzi: the inne- o the SoTce- i>r .. renioi'e 
th *- 1 rem" lyx*' 

The c'der^ i- c-mn ethe- -^cp " t*-** *- 1 --". tie 

{V ->h \orj note tha» *ely thewlyy-^l— ' trp^j” i^- 

{jv rr — »- r an adra_»ab .jig irj»h ^ t b-zz 

locptoh-'ili^f^. o fi” can 

th— the wh treb t.^ the r>3p^ •-> th_* anc t*-~ -ed 

c *le%'a*v Is cfcjiineH a"d th'^ p-^'Ctv^* ay—*'- t-^ pre- 
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(Fig 227) Bejond that I cannot see Before going further let 
us pick up this deeper hole and trim the torn edge of the sj-noMal 
surface about it Having done so I am going to use my other 
e>es — the index finger of mj left hand, which I pass gently 
through both the s>Tio\ial openmgs Be>ond I feel a hole punc 
tured clear into the femoral shaft but nith the advantage of 



Ti” 227 — Subcrural liur^alail 


m Ihe underblng femur is brought 


m\ X raj infomiation I know that the missile has passed clear 
through the bone and now lies just bejond it (Fig 228) ^\ith 
out attempting to clean the hole m the bone, nhich would 
mean the dragging of potcntialh infected material up through 
the joint for delncr\ I am going to adopt a method I frequentlj 
cniplo) under sinuhr circumstances namel> I shall do a trans 
articular c-ir>'u\orTbapb> on this bote m the deep reflection of 
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Early and careful exploration of the knee joint should alwajs 
be done with a constrictor on the thigh, and with the leg swung 
up, thus there is httle or no possibUit^ of contact with table or 
rubber sheet and the joint itself can be fully exposed b> neces 
sary masions without nsk of movmg and imtatmg it Spong 
ing IS unnecessary and the rapidity of the work is greatly en 
banced 



F)g 226— ContaroinaUd wound oI entrance nc on cjTre 1 through clean Us«ue= 

Mj incision extends from the upper border of the patella 
toward the top of the subcniral pouch going around the wound 
of entrance the soiled tissues of which are cut away clear down 
to the synoxial surface (Fig 226) Now I trim the synowal 
surface, and the joint within looks clean and healthy Gentle 
retraction which does not unpmge on the syroxia demonstrates 
a second hole m the lower reflection of the subcrural pouch 
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the punctured wound or from the clots — this wiU be cleansed 
mechanically and very gently by the salt solution Granted 
that the joint might remain sterile without operation removal 
ol the dots and lavage ol the synovial surface will go tar 
toward avoiding the fona&tion of intra arbculnr adhesions 
If sepsis develops within the jomt dot removal should favor 
a less extensive process because the joint surfaces will 
tend to he in apposition and prevent the spread of the in 
fection 

The joint imgation is finished and I am dosing the hole m 
the upper synovial surface of the subcniral pouch After that 
the cut away edges of the quadnceps tendon and musde are 
dosed separately and lastly the skm is brought together — three 
rows of protection m front of that joint and its posterior wall 
dosed ofi from the missile s tract into the bone If the infection 
has not great headway— and it did not show any such signs to 
our inspection — we expect that joint at the very least to take 
care of itself and its usefulness to be conserved After canng 
for several hundreds of these patients we know that is entirely 
reasonable to antiapate We may expect a smooth recovery 
and a functionatmg joint m SO per cent of early operated knee 
penetrations 

Through a separate incision on the inner lateral surface of 
the thigh I very quickly come down to and extract the foreign 
body — here it is This second masion I shall not dose at all — 
if there is a development of sepsis here I ^vlsh it to empt> itself 
out through this openmg — not to press forward on the bone nor 
agamst the jouit threatening it 

The dressings are applied and now we come to one of the 
most important steps m the treatment — the application of the 
Thomas splint The leather padded nng of the sphnt must be 
of a size 2 mches larger than the meisurement of the upper 
thigh to allow for the pads and the diagonally set rmg Sup- 
ports of perforated zme stiffened by a piece of Gooch splmt 
and padded mth shell dressings hold up leg and thigh on to the 
side pieces of the splmt To steady the hmb we use a mild 
traction gauze applied to the sides of the leg held by Smdair s 
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the subcrural pouch and then — and not until then— vrill I wa h 
out the joint \ on the lai^ clots I genth lifted out Tchea 
I first opened the joint WTien the deep hole is closed bi this 
catgut stitch I can ua'h out the joint vnth normal salt 'olution 
nithout leakage from the articulation pouch into the ti. ue^ 



behind and without the po<«ibiht> oi solutions ^ihich ha^e 
penetrated deeper filtering back into the joint \ou must recall 
that the antenoi opening has been completeK escLed until there 
are present no soiled tissues which ha\e come in contact with 
the mis-ile and which were infected Ia it The onl) contamina 
Don present on the s\no\T3l surface i« that from contmuit\ of 
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and tightened at the end of the splint More pads on 
top and two snug flannel roller bandages hold everything firmly 
A foot support IS applied and the foot is padded and bandaged 
comfortably in a right angle position 

Clinical Course —A glance at the temperature chart shows 
the sudden nse of fever just after operation and its prompt 
subsidence (Fig 229) There was httle pam m the rigidly held 
hmb Stitches were removed on the tenth day the slan was 
healed and the joint was negative The patient contracted a 
slight cold in the ward which deferred his departure to England 
but he left a few days later in excellent condition with every 
prospect of ultimate normal function in his knee 

‘Ordui&iy glue (gelfttisvbeD glue u not ebU cable) SOparta ffater 50 
parts glyceno 2 parts caldum chlond 2 parts tb>iBoI Ipart Heat glue to 
100* F IQ water baib 
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HEMANGIOMA OF THE SCALP 

S' itrv chid ten months of ige of hemotrhage from a huge ukerating 

hemang oma of the scalp tieatmetit Itgation of cottitnon ca otid aiterv 
and ntemal jugular t em of the aflecteil «= <de later h story oh terat on of 
remnants of tumor by nfeclions of bo ling t ater 

^fay6 1918 

I itaNT lo present to >ou this morning a rare emergency 
This child about ten months of age is dying from hemorrhage 
from an ulcerating hemangioma of enormous size invoh mg the 
entire right side of the skull and neck (Fig "’30) The hemo 
globin IS about 35 per cent The hemorrhage ha« persisted for 
the last ten days and cannot be controlled by pressure which 
if suflicientl> firm sitnpl> extends the ulceration As >ou see 
the bleeding surface is on the back of the neck and behind the 
right ear 

I am going to undertake a \ery unusual and heroic method 
of treatment m this ca«e and one which undoubtedK catties a 
ier% great risk to the child Ibehexe however it is warranted 
b\ the fact that unless \ou can check thia hemorrhage the child 
will suicl) die within the next lew dajs Under ether anesthesia 
I am going lo ligate the common carotid artery and the internal 
jugular V iin on the right side This will control both the arterial 
and \enous circulation of the area occupied b> this large heman 
gioina It will ot course carr> a very great risk ot cutting off 
tilt circulition ol the right side of the brain and producing death 
from brain softening The operation of ligating the common 
carotid and internal jugular aem is fonnidable not because of any 
difficulties m technic but because of the enormous risk of cutting 
off ihi brain circulation xml pcoduang death from brain necrosis 
Ihi technic of the operation is comparatively simple 
7*3 
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the artery first so as to cut off the artenal arculation and allow 
a bnefpietiod to intervene, so that the venous channels can empty 
themselves before ligating the uteroal jugular vein I now m the 
same way ligate the internal jugular vein, and then close the 
wound with fine catgut buned sutures and silk through the m 
tegument No dramage is employed 

No apparent impression is made upon the child while it is 
under the anesthetic from this double ligation Our only hope 
in this case is that the cu^le of Wilhs is suffiaently free from the 
left side to carry nourishment to the nght side 0/ the bram 
After*history — The child went on to a good operative re 
covery without any cerebral symptoms appeanng TTie hemor- 
rhage from the ulceratmg hemangioma ceased The very thidr 
spongy hemangioma changed very perceptibly in character within 
twenty four hours to a bard, firm mass, caused by the coagulation 
15C WofMi m th% Urge NtsseV spaces la the tumor This coagulation 
etrtended thsoughout the entire mass with the e:iceptioQ of a small 
area at the upper and mner angle of the nght eye Here there 
was no change whatever m the character of the hemangioma, due 
evidently to the fact that the circulation which was derived from 
the vessels coming out from the orbit, the supra-orbital vein and 
artery, was not controlled by the double hgation The ulceratmg 
area of the hemangioma healed very slowly and there was for a 
number of weeks a marked tendency for the tissues to break 
down, evidently because of the very limited blood supply of the 
tissues after bgation Gradually tfcs condition improv^ The 
blood clot in the tumor was gradually absorbed and the integ 
ment o\ er the tumor, which before operation was bluish m color, 
gradually whitened out and the entire hemangioma with the 
excepUon of the Imutcd area supplied by the supra orbital v essels 
gradually disappeared (Fig 231 ) 

The problem then remamed of handling that part of the hem 
angioma at the upper and inner angle of the orbit I deaded 
to do this With injections of botlmg water It was necessary to 
repeat these injections three different times, using about ft) 
numms in each injection, putting m probably 30 mmims m two 
different localities in the tumor at each sitting This was done 
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Ue ha\e protected the ulcenitmg area mth steile dressmgs 
after touching the ran surface with tincture of lodm The field 
of operation is prepared siinpl> with soap and water and alcohol 
I make as ^ou see an mciaion along the inner border of the 
sternocleidomastoid and eTtending from the th>TOid cartilage 
down about 3 inches which in the short neck of this child brings 
it almost to the stemoda\iCular articulation I now diside m 
addition to the skin and superficial fascia the pljt)'sma and deep 
cemcal fasaa Drawing the steraaileidomastoid to the outer 



Fv 2i0 2S1 

FIs 230 Huge uiccratiDE hnnaosiomi of the «(alp before operal oa 
Fg 23l — Ten da s after ofieralon. The tiuBor » rapdiv dsappeanno 
«nlh the ejcepuon of he port on abo e the oner canthus of Ihe nght e)e Tht, 
was later obi terated b n rctionsof bobn wate 

Side I now expose the sheath of the great ^ essels of the neck 
running in front of this is the descendeno h^poglossl ner\ e which 
IS readilj recogniaed and avoided The common carotid u 
easily exposed twerlaiqjed as it i» bj the huge mtemal jugular 
xein, the jugular \e n m this tiiilds case bemg as large as m) 
index finger 

I now pass an aneurism needle under the common carotid 
beino’ sure that I expo«e it full> and do not mjure the pneumo- 
gastnc nen e which is just behind it I ligate it with medium 
sized catgut ligature^ It is well m a case of this kmd to ligate 



SKIN-GRAFTING: AN EXTENSIVE BURN OF THE CHEST 
REPAIRED BY THIERSCH GRAFTS 

Summary A child, seven years of age, who had suffered a thud degree bum of the 
entire anterior surface of the chest four months previously necessity of skuj 
grafting autogenous grafts indispensable stenhnatioo of the field to be grafted 
the Thiersch graft— how prepared method of application to raw surface, 
superiority of dry dressings 

May JO, 1918 

I V, ANT to present to you today the case of a little girl, seven 
years of age, who four months ago was very badly burned by her 
clothing catching fire The bum extended over the entire 
anterior surface of the chest and abdomen to the umbilicus, the 
anterior surface of the neck up to the duo, and the antenor sur* 
face of the shoulders and upper arm to a point about nudway 
between the shoulder and elbow She was fortunately ui the 
hands of a very competent medical man who took immediate 
charge and by good management saved the diQd’s life The bum 
for the greater part of its extent was of the third degree, destroy 
mg completely the uitegumcnt, and after the sloughs of dead 
skin came away there was an area probably 12 by 15 inches m 
extent completely denuded of integument After the separation 
of the sloughs the area exposed was treated by paraffin dressmgs 
These ga\ e her a good deal of rebel, but had the disadvantage of 
retaining a lot of pus on the surface, from which she had an 
absorption temperature rangmg from 101* to 102* F The 
dressing of the wound was a very senous matter because it was 
very painful, and the duld was very nervous and struggled and 
protested during the dressings When the dressmgs were changed 
to moist bone dressmgs, so as to pick up the suppuration, the 
temperature would fall to approzunately normal, but these 
moist dressings were very pamful to the child and had to be 
discontinued 

Sc\eral weeks after the immediate danger of death from the 
bum had passed, the area was skm grafted, the skin grafts bemg 
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wjtbout anesthetic and mtli a synnge especially constructed for 
this purpose 

This was followed by znarked diminution in the hemaogioaia- 
At the tnne the child left the hospital this part of the han angioma 
had also almost entirely disappeared 

I am glad to ha^ e had an opportimity of observing this case, 
as it demonstrates very well the control afforded in these cases 
of hemangioma by cutting off both the arterial and veaoi^ 
circulation I am quite sure that experiences of this kmd must 
be rare, and that we would not be warranted m drawing too 
d efini te conclusions from the results m this smgle case 



by lin nimc J lii^ conM?ls not In Ukini? «mnll i’Hnds of skin, 
but of splitting the normiil skin a sharp raror, leaving one- 
half bclimd ftn<l using the other half for the skin grafting With 
pood (cchnlc large strii« of skin, 1 Inch or 2 Inches wide and 3 or 
4 Inches long can he olitnmtd In 1 lilcrscli’s early work these 
VvCTc npphctl directly to the granuKllng surface and were kept m 
contact with the surface by slrii« of gutta perch i tissue or 
ningncsium and over this was nppheil moist dressings of normal 
salt solution T had the opporlmiily of seeing a i ood deal of the 
work done by 1 hicrsch ns I was a stiuUnt m his clinic m I cip/lg 
in the years 1R02 nn«I 1R9% nmll hicrsch obtaimd viry ndmir 
able results with Ins method 

1 here have, however, been some very distinct improvements 
maile since that lime 1 Irst of nil, we have found lint tlie gr ifls 
arc much more apt to take If avc scrniic ofT tlic granulations from 
tlic area biforc we apply the graft and in llic second place, In 
stead of moist ilrcsslngs which prove cflicicnt In a large percent 
age of eases to lie sure we have found that jitrltclly dry dressing 
gives a larger percentage of s«cf<ss(s and m the third place, we 
have found hy a good deni of ctpenencc, and 1 have confirmed 
this m iny own work, that grafts tnk<n from other itnlividinls 
seldom live I think U would he a fur stfilcmcnl to make that 
not more than 10 per cent of the f nfis taken from other indi 
vldiMls will heal in and reimiii i>crni incntly I o mal c the m li- 
ter still stronger I should say th it there is ten times the prolnbd 
lly of the grafts taken from the same individu d living after their 
transphntntion than grails liken from olh<r individuals I do 
not believe 111 it tins very ini|ior|nnt fact Is jenirally ri cognized 
by the profession 1 very few months mu picks up n paper 
describing n case of skm grafting In which the rcl itives of the 
patient or the friends or fellow rmjiloyns of the patient very 
generously and heroicslt) contributiei n certain amount of their 
own skin to cover the cstensivc nrra which Inel been destroytel 
by bum or injiir> 1 must jicrsonally confess tint for a number 
of >ears 1 was under the Impression that grafts t iken from other 
Individuals were epute os apt to h\c ns those taken from the pa 
tknt himself and I was ronfimird m thishy some rather sinking 
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taken from her mother and father and from some other rela 
ti% es and fnends The grafts apparentlj toot \ ejj mcelj and 
looked at the end of a week tw ten daj's as though thej wo jld Inx 
and cmer the surface At the end of that time however the 
grafts melted down and di:>appeared lea>mg the surface ahnost 
in the Same condition as it was before 

Some weeks later the skm-grafting was repeated and with 
almost idenbcall) the same results For a short time the grafts 
looked \ery fa\or8ble but later melted down m the same wa) 
The child was brought to our ser\ice at the Presb>'tenan Hospital 
a few da)'s ago 

In anal^'zmg the facts m the case it is evident that it is ea 
tremel) important to co%er thia huge area which is about a foot 
square with skin-grafts to complete the wound healing and stop 
the suppuration, which if continued indefinitely would threatoi 
the cluld s life. The temperature as 1 hav e said vanes now from 
101® to 10"’® F She IS confined absolutely to bed on her bad. 
She has been, b} good nuismg and good medical loanaggnait 
kept otherwise in v er> ^ condition 

As I anal}-ze the facts m thi:. case from thehght of a good toan} 
snnilar cases which we have had in the last few jeaxs I behev*e 
that there i» hut one wa> of handling it that will enable us to 
cover this enormous surface and get nd of this suppuration, and 
that is by grafting upon thi> great surface after we hav e made it 
surgical!} perfect!} sterile not the integument taken from other 
people but skm taken from thn. child herself Before we do the 
operation I want to present this problem prett} fuUv to }'on. 

kou remember mthedevelopmentofskm grafting Reverdm 
of Switzerland first suggested skin grafting by the simple method 
of pickmg up httle pieces of skin with a sharp hook and snipping 
them off with a pair of sharp sos^sots and thoi placing these small 
skin-grafts on the granulating surface If the} took the} be- 
came islands of epidermis wludi giaduall} grew sometimes each 
one to the size of a dime or more and if the operation was success- 
ful covered ev entually the area mvoh ed. The Rev erdm grafts 
had a very limited field of uaefuhiess In the 80 s Thiersch de- 
\Tsed the •scheme of skm-graftmg which is known m the literature 
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tatvce of this sort of mechanical stenlization— dissecting out of 
the wound as it is called Huge irregular shell wounds of the 
thigh if seen within the penod of contamination let us say within 
SIX or eight hours handled bj dissecting out a thin la>er of the 
entire surtace of this wound remosing in this n ij niechanicall) 
the germs that base been forced into the tissues permits in a 
Ncrv, large percentage of the cases an immediate closure without 
drainage and secures pnmar> wound healing 

The stenlizatioft of the field upon which we are to place the 
grafts should be accompanied not only bj this mechanical 
cureting but also bj efemsmg the integument for a wide area 
around the granulating surface with tincture of green soap and 
alcohol 

M e hai c now placed the patient under ether anesthesia and 
as >ou See with this \er> Urge tharp spoon I am \ery tapidl> 
curding off the entire granulating surface including also the 
edges of the integument around the granulating surface You 
will notice that 1 ha\c m) assistant as 1 remose the large area 
press flat sponges over the bleeding surface to present anj large 
amount of hemorrhige 1 hese sponges are diy and held in there 
b) the flat of the haml and I am asking both of m> assistants to 
rapidl) follow me with tins spongi, pressure as I remove all the 
granulating tissue I had this entire field of operation verj 
thoroughly priparcil as alrcad> suggested with tincture of green 
soap and ilcoho! The oozing here is pretty marked and the 
Amouni. of blood lost would be very great if it were not for this 
sponge pressure It will be necessary for me to get a perfectl> 
drv surface cnlirclj free from blood before we apply the grafts 
\t a few points vou see 1 put on arteo forceps to control a fair 
sized vessel that is bleeding frcclj It requires as a rule slc to 
eight minutes, for the blood to coagulate in the small vessels on 
this raw surficc and as >ou notice if we should lake this time 
bv the watch six or eight minutes seems like a ven long period in 
an operation while nc are waiting (Fig 232 al 

both thighs of iKischUd hive been ptesiiiu«,lv \er\ tboic«glil> 
prepan-d bv shaving and cleansing them with tincture of green 
-oap and alcohol I shall begin now at the upper right hand 

VOV J— 46 
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examples which I had m my own work I remember for instance 
some of the early skin grafting whidi I did when I was in the 
Umted States Marine Ser\^cc m about 1885 — one case m particu 
lar where I grafted some skm from a white man and apphed it on a 
leg injury m a negro where I was satisfied that the smatl islands 
of mtegument remamed permanently That particular case I 
think was simply the exception that proves the rule because in 
recent jears we have had exactly the same expenence as die 
surgeons hav e had who hav e previousl} handled this httle patient, 
and I can now call to mind a number of cases especially chBdren 
where we hav e grafted from mother and father and sisters and 
brothers and hav e at the end of a week been greatly gratified 
to see how well the grafts were taking and then found to our 
disma} at the end of twelve or fourteen da>'s that the grafts 
had melted down and that we had accomplished httle or nothing 
I would like therefore particularly to emphasize the importance 
of removing the grafts from the individual himself In the hght 
of our present-da) knowledge the only possible excuse for em 
ploymg grafts from some other persons would be where because 
of the extent of the mjur) or the bad condition of the patient it 
was impossible to secure enough skin from the patient hnsself 
In this cotmection I want to sa> that as a rule removal of the 
grafts from the patient is not a vet) senous matter and that 
inasmuch as we take but half the thickness of the skin it is seldom 
asenousmjui) ormenacetothemdividual and it u so important 
to use autogenous grafts that the minor mjury of removing skm 
from the patient seldom weighs an^'thmg against their employ 
ment 

Isow m the second place I want to bung oat quite fully the 
importance of stenlmng the field upon which we are gomg to 
plant the grafts This should be done by a v ery thorough curet 
in'' of the entire granulating surface removing all the granulation 
tissue and with this we remov e at the same time enormous num 
bers of bactena which are cm this granulatmg surface and 
mechanically and effiaently sterilize this surface You know 
that one of the most mterestmg new thmgs that has developed 
durmg present war m cmmectum with surgery is the impor 



comer of this large area and find that I can uncover about one- 
fourtb of this surface that does not bleed at all I shall begin 
now vnth my skin grafts taking these two razors that have been 
speaally sharpened this morning for this case You will notice 
that one side is ground perfectly flat My two assistants will 
help me make tense the mtegument on the outer side of the thigh 
Beginning at the great trochanter I now remove stnps of mtegu 
ment about U to 2 inches wide and 3 or 4 mches long With 
some ordinary cambric needles fixed in artery forceps my as 
sistant helps me fix the two comers of the graft on the raw sur 
a.nd^ gradually withdrawing, the razor I am able to flatten 
the graft out perfectly I want to emphasize the unportance of 
pressing out any air You will see that under this graft there are 
a number of air bubbles and with a flat needle I run over the 
graft as I press the air out from beneath This is very important, 
because the air would of course prevent immediate occluding 
of the graft to the surface In making the graft jou see that I 
ask my nurse to hand me the razof wet with normal salt solution 
and you will notice that, in addition to making tension by my 
assistant I myself make the graft with a sawmg motion and am 
particularly careful to see the edge of the razor as it sphts the 
akin 60 as not to cut too deep and remove at any point the entire 
thickness of the skin down to the superficial fat 

I am afraid that grafting this enormous area will be rather 
tedious for you as it will take probably the greater part of an 
hour to cover this extensive area One must not get impatient 
and one must be %ery careful after applying the graft not to dis 
place it in the apphcation of the next graft I am personally 
thoroughly convmced that the first adhesion of the graft to the 
raw surface accurate!) and firmly is of great importance and that 
grafts that are pushed around and separated from the surface 
after first being applied are not as apt to take I co\er about 


Fig 232-^ Extent of irea to be grafted b Opeiat on completed The 
entire »rea has been entered by Thietscb grafts great care being taten to see 
that each is snugly applied to the undettyras surface e The giaJitd area 
is cot ered with settril bj ers of gauze whicb are held in place by adhesive pUstet 
rf Application of itenle roller to aid id the protection and fixation of the dressings 
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Our conception of the after management is that it is exceed 
mgly important to allow the evaporation of any discharge that 
may occur under the drcssmg and that the amount of dressmg 
should be very small and should be of a character to permit of 
free evaporation It is important, for instance not to cover the 
chest of this child with too many bedclothes, permitting of sweat 
mg If there is any evidence of discharge an attempt should be 
made with an electric fan playmg upon tbs area to dry out the 
discharge 

Poihcnpt — It was graufymg to watch the after course of tbs 
case The temperature went steadfly down from 101* and 102* 
F , as it had been before the operation, until at the end of the 
sixth day it remamed normal all day long The child was very 
comfortable, more comfortable than she had been for months 
The tbghs distressed her a httle for the first few days and then 
the discomfort disappeared entirely At the end of the sixth 
day the dressmgs were cut off and we could see several inches of 
the grafted surface wbch had healed m perfectly At the end 
of ten days the entire area was covered m permitting of the 
removal of almost all the dressmgs except at a few pomts where 
it had become adherent to the narrow scabs that had formed 
between the skm grafts The patient went on to a very rapid 
and very complete recovery 
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one-half of tins vnth skin taken trom the nght thigh and the other 
half taken from the left thigh so that you see we have removed 
most of the mtegument frcm the anterior and outer aspects of 
both thighs 

hsow we have covered every bit of this area (Fig 232 b) 
The next step k the proper dressing for the grafts I take two 
thicknessesofdry gailzeahttlelargerthantheentireareacperated 
upon and \ eiy carefully, without displacing any grafts I flatten 
this gauze out ov er the grafts I now take a narrow piece of 
adhesive plaster and apply it to the upper border of this gauze 
abov e the raw area and then one below and two over the center 
part of the wound (Fig 232 c) \ou see that this adhesive 
plaster is separated Irom the sljn grafts by two thicknesses of 
gauze and that it estcnds for 3 or 4 ucbes on either side on normal 
integument It is perfectly dry Now over this dry dressmi 
I take a large broad soft roller of sterile gauze d is 

about 8 or 10 inches wide I put several turns of this roller over 
the chest and abdomen bnoging it up also over the shoulden 
like a pair of suspenders (Fig 232 <0 Now over thb I place a 
starch bandage about 8 inches wide applying it in the same way 
astheroUer As this dnes we have a very firm dressing which is 
not apt to become displaced- Vke shall dress both tbghs from 
which the grafts have been taken with sterile oxid of zinc oint 
ment a thm layer of which is placed on sterile gauze and the 
entire surface covered Thm soft roller bandages are placed over 
these and a «pica ov er the pelvis and tbeai over thisagain we place 
some starch bandages whidi grve us perfect security from any 
displacement of the dressings 

As far as the after management is concerned I wfll say that 
if there is no evidence of discharge through the dressmgs we shall 
leave these dressmgs undisturbed for a period of ten days At 
the end of that time they should be remov ed with the greatest 


part of the ■=km graft 



SARCOMA OF LOWER JAW 


Summery Techwc of exaiion of the lower jaw for malignant disease importance 
of preliminary ligation of eatemal carotid utety block dissection of lymphatics 
and submanllaiy glands 

May 6. 1918 

The second case that I want to show you this mommg is also 
a piece of head surgery — a case of sarcoma of the lower jaw on 
the right side The process seems to be pretty definitely limited, 
so that w c can make a radical operation with a fair prospect of a 
permanent cure I want to dnell particularly upon the technic 
which we shall employ in removing this lower jaw and the glands 
of that part of the mouth on the right side 

Under ether anesthesia I shall first Ugate the external carotid 
artery I make an incision in front of the stcmocleidoioastoid 
beginning a little below the thyroid cartilage and gouig upward 
to a point about opposite the hyoid bone As you see, I am jom 
mg tbs with a curved masion under the lower jaw, extending 
from just below the ear to a point about opposite the middle of 
the chm (Fig 233 1 and 2) Tlus enables me to expose, after 
we divide the skin and superficial fascia and platysma and deep 
fasaa the sheath of the great vessels I find that the common 
carotid divides at the usual point of division about opposite the 
upper border of the thyroid cartilage I follow out the external 
carotid artery and find very shortly after it is given off it gives 
oS a very large supenor thyroid artery, vvbcb passes downward 
and mward I do not care to have this mvolved m the ligation, 
so 1 ligate the external carotid just beyond the supenor thyroid 
wbch will cut off the blood supply of the area mvolved m the 
subsequent steps of the operation I am very fond of doing tbs 
prchminar) ligation m these cases and regard it as an important 
step in the procedure, both because it makes the operation easier 
and because I believe that it has a tendency to slough out the 
mahgnant growth and improve the prospect of at least a long 
paJiiaJaM., i£ ‘nt't •satfCaai'^ drSorfie \d ^iie prospect 

of cure 

nr 
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I now extend the antenor part of my roasion and spbt tie 
middle of the hp, damping the two sides first with arteiy forceps 
so as to Omtrol an} bleedmg I di\ide the soft tissues from the 



jTg 233 — 1 and 2 Inosion for ligaiwn of oitmial arotjd iiteiy and * Jp'*urt 
of ti~ncs to be remot ed. 

jaw well beyond the area of the tumor Vt ith a pair of dental 
foraps I now extract the n^t central inosor tooth and di3ode 
the symphysis with a wire saw (Fig 254 3 and 4) I make^a 
free block mosion and remove all the Ijuipbatics m the floor of 
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and then divide the attachments of the pterygoid muscles and 
general capsular ligaments with strong scissors 

You wdl notice that there is very little if any arterial spurting 
after the hgation of the external carotid There is some shght 
venous hemorrhage, which js easily controlled with artery clamps 
The large cavity from which the tumor has been removed is now 
packed hghtly with iodoform ^uae and the external mcision 
closed (Fig 235, 5 and 6) 

After-history — Th^ patient made a good operative recovery 
and expenenced a great deal of relief from the pam which he had 
had before operation Histologic section showed a mixed cell 
sarcoma, small round cells and giant cells, giving a fair prognosis 
Ibeheve that the use of either radium or ar ray will add something 
to the prospect of cure m this case and would advise that these 
treatments be earned out 
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the mouth and the submaxOlaiy sah%'aiy gland with the lower 
jaw and the tumor Extending my dissection up to the coronoid 



fig. 235. — 5 and 6. Steps in the dosnte ot the Totmd. 


process, I cot off the insertion of the temporal muscle with a heavy 
pair of sossors Coming to the articulation of the lower jaw, 
1 twist this out, "'"Tig considerable force so as to dislocate it 



CARaNOMA OF THE LARVNX— TECHNIC OF OPERATION 
UNPER INFILTRATION WITH APOTHESIN 


S nary \ pat ent \ho was operated on three months previously for adeno 
care noma of the bo vel returns vvith | roved squamous cell care noma of the 
larynx exposure of larynscil tumor under local anesthesia and removal by 
cautery after treatment — jmportance of leavuigvent in incisionfor the escape 
of mucus and blood and for the introduction of a tracheotomy tube should 
occasion require two methods of feed ng the patient 

May 17, 1918 

The case that I shall present to >ou this morning is one upon 
which I recent!) operated About three months ago I resected 
about 6 inches of the ileum cecum ascending colon and part 
of the transt erse colon in this patient for a carcinoma begmnmg 
in the ascending colon seveni inches abo\e the cecum The 
operation was done under local anesthesia because of the fact 
that he had a lesion of the bi^Tix which interfered \ery greatly 
with his breathing At (hat time the exact pathology of the 
lar)Tix lesion had not been determined b) microscopic section 
and the carcmoma of the bowel was beginning to produce ob 
structivc s>mptoms which demanded immediate relief He 
made an unusualK rapid and complete recovery from his bowel 
resection Before leaving the hospital I urged him to have a 
section remov cd from the lesion in the larjmx so that vve could 
determine its exact pathology and do whatever was necessary 
at that time He refused to do this but later returned to the 
citv and went to Dr (xcorge C Shambaugh who removed a 
pivcc of tissue from the larynx b) the mtralarj-ngeal route 
This was submitted to microscopic analysiii and although 
Dr Shambaugh was inclined from the appearance of the lesion 
as revealed bv the laryngoscope to believe that it was not a 
carcmoma the histologic exammation showed a definite squa 
mous celled carcinoma The lesion is still intrinsic that is 
bmitcd to the structures msidc of the larynx There is no evn 
liinct whatever o! Ivmphatic mvolvemcnt or of anv mvolvement 
outside of the cartilaginous larynx 

1 ^hall operate this morning under local anesthesia and shall 
u-vc apothegm C, per cent solution) with aikcnabn (1 lOOOOO) 
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[ have preceded the local anesthetic with \ gram of morphm and 
-To gram of atropm Placing the patient in a comfortable 
position so as to bring the Iar>na well forward and accessible 
[ infiltrate in the median line from the hyoid bone down to the 
ternum (Fig 236 insert) beginning with a verv fine needle such 
IS we use for morphm injections mfiltratmg a small area with the 
mall svamge and needle and then changing to a larger needle 
and sjTinge using about to 2 ounces of apothesin solution 
Th s makes the area infiltrated perfectly insensitive within a lew 
minutes I begin at once the incision extending from the hvoid 
bone down almost to the sternum and divide the skin and super 
ficial fascia and the la) er of deep fasan which furnishes the sheath 
of the stemoh>oid and steTnoth>Toid muscles and the tbvroid 
cirtilage Coming down to the th)roi<l cartilage I expose the 
«ott tissues just above the thyroid for a distance ol 4 inch I 
evpnse also the cricoth>roid membnne and the cncoid cartilage 
I have the anterior sharp edge of the lar>'nx now fulK exposed 
I tr) to divide this with a knite but find it ossihed and that it is 
imposs ble for me to do this I therefore tal e a grooved director 
and beginning at the upper angle run the grooved director behind 
the cartilage betw een it and the mucous membrane of the larj nx 
and taking a heav) powerful pair of «cissors guiding with the 
grooved director I run one blade of the scissors down behind the 
ossified cartilage and divide the entire length with one stroke 
of the scissors (Fig 236) I then take two sharp retractors and 
placing them one on either side of the divided cartilage pull the 
laiynx wide apart The air rushes m as )ou sec as I open the 
lar)Tix and there is a little irritation Irom the blood that trickles 
into the laiynx and trvehea 1 shall take some 1 per cent solution 
of cocam on cotton pleilgets anil cocainize the mucous membrane 
of the lar)n\ an 1 trachea so as to prevent anv coughm^ and 
irritati n \t this stage »{ the operation I have had the head of 
the table lowered md the foot elevateil slighUv so that an) 

fur I r man nc » on Vlanfcurc 
1 r ha Km ] a kJ ubmucous 
k-BoS SorVne'D'laa ot the 
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blood that may get mto the laiynx and trachea will run down mto 
the mouth and not mto the trachea and bronchi 

Spreading the larynx open widely 1 can now see the lesion 
which IS a flat epithehoma of the left vocal cord extendmg for a 
short distance mto the right cord The lesion is quite limited 
and It IS evident that we can remove thoroughly the entire mahg 
nant process without sacrificing the larynx I shall do this with 
the electric cautery using a small electnc hand hght which il 
lununates the mtenor of the larynx very nicely (Fig 237 1) I 
destroy all of the left vocal cord and the entire lesion and about 
one half of the right vocal cord I do this rather slowly using a 
cautery heated to a brown color and not to a bright red color It 
is very important to do this because a very hot cautery will 
destroy the tissues so rapidly as to produce hemorrhage while a 
cautery heated to a brown heat wJl cook the tissues and if 
properly used destroy the lesion quite as effectively without pro 
duemg any bleedmg (Fig 237 2) 

The patient has stood the operation remarkably well and has 
shown httle evidence of distress or anxiety How shall we handle 
the operative wound? Shall we make an immediate closure and 
trust to his ability to breathe through the normal passage or 
shall we use a tracheotomy tube? I tbjnW that neither plan is 
desirable 1 shall simply close this 4-mcb masion m part and 
leave open that part of the skm uiasion which is directly opposite 
the divided thyroid cartilage and cncotbyroid membrane (Fig 
237 3) This wiD make it easily possible for us to mtroduce a 
tracheotomy tube if one is required in the further management 
of the case It will give an additional advantage of expelling 
a good deal of mucus and some blood directly through this open 
Ing W e have found by previous expeneace that this is the pref 
erable plan of procedure We shall allow the patient to sit up 
on a back rest I shall protect the wound with two or three 


fig 237—1 Lsrynz opcsed cxpouog tumor for lemovsl with electric cau 
lery 2 Removi] ol tumor cwnpleted 3 Skm mosion left epea opposite 
Inosjoa fa Uryni to serve w • path for dramage and to iidl Ute the emertency 
btroduct oa of a tnchectomy lube 
XOt. »— *7 
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CLINIC OF DR CARL BECK 


North Chicago Hospital 


PARTIAL RHINOPLASTY— TRANSPLANTATION OF SKIN 
FOR REPAIR OF DEFECT ON TIP OF NOSE BY THE 
ITALIAN METHOD 

The restoration ol a part of the nose for cosmetic purposes is 
sometimes difficult A great deal depends on the healing process 
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layers of gauze, which will be changed frequently by the nurse as 
they become saturated with mucus and wound scCTetion. 

The after management of these cases is particularly important 
and I shall give you the details which we have found to be of 
value First, the patient should be given normal salt by rectum, 
about 8 or 10 ounces every three or four hours for the first 
twenty four or forty-eight horns It will be difficult for him to 
swallow The mommg after the (^ration, if the patient cannot 
swallow, one of two plans may be adopted The patient may roll 
over on his right side m bed with his bead hangmg o\ er the bed a 
httle lower than his body , and in this position it will be found 
possible, as a rule, for him to swallow water, milk and broth 
If, however, it is difficult for the patient to do this, a No 12 or 
14 catheter is carefully introduced into the mouth and mto the 
esophagus and down the esophagus for a distance of 8 or 10 mches, 
and fluids, mill , water, gniels, and cocoa are administered in this 
way until he regains control of the epiglottis The few stitches 
that we have employed in the third and lower third of the 
wound should be removed early, on the third or fourth day, to 
prevent cutting of the tissues At the end of about eight or 
ten days, when the wound looks normal and is covered with 
healthy granulations, if the patient breathes perfectly well 
through the normal passages the small open central portion of 
the wound should be dosed by adhesive stnps, or at least brought 
together so as to make wound bealmg by secondary mtention 
the more rapid 

Poslscrtfl — ^This patient made a very satisfactory, uninter 
rupted recovery The stitches were removed at the end of the 
fourth day He developed no evidence of any lung complies 
tions It was difficult for him to swallow except in the hangmg 
head position This way he managed fairly well 

This patient’s case interests us because he has dei eloped two 
primary caremomas at diflerentpomts of the body, one an adeno- 
carcinoma of the bowel and the other an epitheboma of the larynx 
evidently quite mdependent of each other Of course, it is 
also interestmg from the fact that both of these conditions have 
been operated upon imder local anesthesia with very great 
satisfaction both to tie sorgeaa and to tie patient 
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v\hethec this tip should be restored from the neighborhood b} a 
pedicled flap transplantation or from a distance b) the Italian 
method The face of a ivoman m plastic operations should be 
disfigured as little as possible In a man especialh one w ho 
grows a beard it is easier to a\oid a scar, the skin docs not 
show the scar so badlj \ flap operation from the forehead 
would ha\e left considerable scar on the same The same scar 



iht flap <1 iincll> sttachcfl t«> th« dcint There i» some paddinc between the 
chill, an I ll c am and -a me coiir over the left esc becaust the perspiration and 
Ihi bWl ilischarn ha1 Ic to lau r ccrcina if not protected 

formation w ould be \ isiblc in the transplantation from the cheek 
With the best possible results wc could not hate atoided scars 
onlhi thick with perhaps somedcformitt It was deemed best 
tlunfori to tmiilot the Italian method of transplantation using 
i lUp from the {orcarm umkr general anesthesia, in a tjpical 
minwcr t tUp wt 'kta wav {tcswi the mner smface tif the kit 
fornnn ihi na'il ilifecl was freshened on b\ exact dissection 
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The foUo^Mng ca«e is illustrati\e o{ the good results la a case of 
restoration of the tip of the no e 

This Aoung t\oTnan twentj-one ^ears of age hadthemLfor 
tune of ha\mg her no^ bittm off b% her hu-band m a fit of 
jealou5\ The teeth cutmto theantenor portion of the ^o^e «o 
that the projecting top 'was tom off and the cartilage was badh 



Fi" 2-JO — FiUfnt dunii: opciatiun Thr war i_ re-ected from lie Boe b 
charp ifln. oii» &nd one now tie defect produced b\ this preimmait lep 
One can see the broad border of the cL n of the nose ih-Uncllt 

lacerated The nce-e retained its shape to a certain degree but 
onlt in its cartilagmcm^ porUcm •\fter healing b\ suppuration 
there remained a ten imsigfath scar because it presented the 
cartilage cotered b\ a shining white surface (Figs 23S and 239* 
The patient urgenth wuhed restoration Her cheeks and 
the rest of her no>e were in exceUent condition free from e\ en 
scar and of ter\ fair sLm The decision had to be made 
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\\hether this tip should be restored from the neighborhood b> a 
pedicled flap transplantation or from a distance b> the Italian 
method The face of a woman m plastic operations should be 
disfigured as little as possible In a man especnll) one who 
grows a beard it is easier to avoid a scar the skin docs not 
show the scar so badl) A flap operation from the forehead 
would have left considerable scar on the same The same scar 



I iR 241 Patii'nl i arm cunnrcinl n-ith the fact and held in ap|>u ition 
a plaster tast «hiih is midc so that it allots ab^oIutiU the freednin of the 
1 'C to the mouth There i> m> dressinc >n the wound of the nose One ran see 
'hr flap disiinrlls atlached to the delect There «<*me paddinc between the 
rhciK an I Ihi arm and some r ncr oxer the left ixc hex ium the pirspiration and 
'hi 1 1 x>i]i iii>charfre " liable I > cause ec/enia if imt ptotixud 

formation w ould bt % isiblc in the transplantation from the cheek 
\\ith the best possible results we could not have avoided «cars 
onthechcck with perhapssomt dtformitv It was dtcmctl best 
thenfori to cmplov the Italian method ot transplantation using 
a flap from the forearm under general anesthesia, in a tvpical 
m inner a flap of skin was cut from the inner surface of the left 
fottarm the na^tl delict was freshened on bv exact <li-.«ection 
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of the scar, making sharp and dean borders where the teeth of 
the miscreant had produced regular indentations A defect of 
a more or less rectangular shape was the result (Fig 240) This 
sharp border was united exactly with as few sutures as possible to 
the flap of the forearm on three sides and for ten dajs the ann 
w as left m apposition, so that the flap of the arm could heal into 
the nasal defect (Fig 241) After ten dajs the flap from the 
forearm was separated m its pedicle on the fourth side (Fig 242) 



ng 242— The flap {rom the aiw has been separate 1 and left m conuct 
mih the nose the fourth side of the flap nhieh has not betn delacted is se'" 
projecting The defect of the arm produced b> the flap is sutured, so as tolea'C 
as little scar as possible 

It had healed on beautifully to the nose (Figs 243 and 244). 
and now it was shaped and umted to the fourth side of the 
defect, which corresponds to the left side of the tip of the nose 
(Fig 245) Unfortiiaatel> , all this cannot be done in one sitting 
It takes a few da)"* afwaj-s to reduce the size of the swollen 
pedicle, inasmuch as the tissues change m sue and color as the 
healing takes place 
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One has to kno^\ a great deal about these changes m order 
not to make the mistake of making such a flap too large or too 
small Durmg the process of wound healing the borders of the 
skin arc somewhat swollen and irregular, after a few weeks scars 
thin out, become paler and often retract, thus creating grooves 


Tis 243— Iront mcw oi the flap nhich has bicn inscrttrl and is mil not 
adapted in us fourth side One siilcb holds it \ct at the place where it is liable 
la sc|nrate but alontt'idc the nght incisKMi and on the septum it has healed m 
bcautifull) 

I iR 244 —Side ^^ew of the rH>^ in this «tate vhons the thickness of the flap, 
with the undcrltiuR ubmucous tissue which is allowed to <hn\cl up for a fen 
da)s before It IS ultiinatch united into the fourth Mde of the defect namelj the 
left «idc rills IS neecssarj so as to j.el the utmost shnnkaRe of the flap before 
adiptinR It 

where projictions were before Ml this has a great bearing upon 
tht. ultmnte plastic roult 

\t the end of about three weeks the flap has now firm)} 
unite tl jmntd tm all udes and forms a mcc tip of the nose of the 
same color and appearance as the rest of the skin This, how e\ er 
docs not imish the whole plastic for cosmetic purposes Small 
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correctjN e operations ha\ e to be done m order to make the na^al 
trari'pbnt fit m shape and color eractlv and etCLion of small 
portions of scars lea eling of protuberances has to be done until 
finalh an ideal result is obtained (Fig 246) 

Tho'C conditions howe'er are a matter of weeks The 
elimination of scar-- m particular is one process which m thc'C 




Ftg 24j— The re-ult ol Ihc plaslK mmedutcl' after auapuuon o* toi 
fourth sicfe to (he defect It i» one of Ihe mo-t difiicalc prublem to male it 
adaptation (xaci and vi that it should lease \en ( a -car- 

F S 2ii‘ — The mult of the i la nc ei^ht »eel_ after the o[xiration Tbcrt 
la some nsibilits of ‘car but in Ihecuui'r of su to eight week ihis'licht ii.ib'bii 
«riU disappear eoOreli The ncbl dr alreadi shows »er\ 1 itle d fference be- 
tween Iran plant and onginsl sUn 

\€T\ debcate cosmetic operations b of great importance and 
requires a 'en fine delicate techmc Inasmuch as man' m 
dmduals ha'e a tendency to deselop «cars of much larger sue 
than others one has to know how to deal with these excision 
of scar ti'sue to prevent the formation of keloid or exuberant 




TREATMENT OF PHLEGMON OF HANDS AND FINGERS 


S ary T«o ca<es illustrating the supreme importance of wide incision vitli 

I crfect erposurc of nfected t ssue m the management of hand infections 

These js still a tvide difietence of opinion among surgeons as 
to what la the best treatment of phlegmonous infection of fingers 
and hand I am going to illustrate a treatment which I consider 
most appropriate on two Ij^pical cases The first is that of a 
phlegmon of the thumb in a ladj fortj fne >ears of age who 
stuck her thumb with a darning needle and mfected it There 
was onl> a point like entrance wound at the time of the mjurj 
but \er> soon there (le\elopcd Ij'pical s>roptoms of infection of a 
punctured wound namel> swelling a great deal of tenderness 
hcit edema of the thumb extending into the palm of the hand 
The phjsician who was called m the first place made under local 
anesthesia (which probahI> was not a full anesthesia as the pa 
ticnt complained of a great deal of pain during the operation) 
a ilccp but a er> small incision in the neighborhood of the first 
]oinl with the result that some pus escaped but not much relief 
was gi%en to the patient On the contrary a few da>s after this 
incision the patient who had a small goiter rapidlj de\eloped 
cxophthalmus palpitation of the heart and considerable increase 
in thi size of the thsToid gWnd 

\\hen I first saw her she had a t)-pical swelling of a phleg 
monoub thumb the edema was not \erj extensue o\ec her pal 
m ir surface but the sjTnptoms of exophthalmic goiter quite 
pronounted patient cxtrcmclj neraous with rapid heartbeat 
( nnstant pcr>piralion and diarrhea were added to the s>-mptoms 
( 1 mfution consisting of k\er and local changes m the thumb 
\n anisthitic wasncccssara but it wasa morphin scopolamm 
injti-litm with\i.r> httlccther and the whole thumb vn vlaaoUr 
surface was spin user both phalanges It was found that the 
tcniUn was necrotic at the bottom and the fatja subcutaneous 
ctll tissue of iht thumb was partK replaced b\ the \cUow nccroUc 
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tissue of the phlegmonous infection E\en'thing was cleaned 
awaj sshich^eemed patholc^c the nound left in clean condition, 
packed and drc' cd (Fig 247) 

Immediatelj fe\ er and local s\Tnptom3 di-appeared within a 
week the rvmptoms of cTophthalmic goiter almost sub ided the 
goiter grew smaller the puLe became normal the patient lept 
again 

The after treatment consisted in a local bath for about two 
weeks imtil the wound had become absoluteh clean and tilled 



f s 247 Th umb split irDiD tbe uJ down to the second { halanx. 


with redundant red granulations fFtg 218) whereupon 'ccondarx 
suture was apphed and the borders of the wound adapted again 
It healed hv ‘=econdar> muon rapidh fFig 249) 

\\ ithm four weeks the patient had no sMnptoms of eroph 
thalnuc goiter and an almost normal thumb 

The second case is one m wliidi the patient injured his mdes 
finder with a screwdnxer and cat it deeph He developed im 
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\Mien he came to me he alreadj had two incisions in his 
finger, under local anesthesia small and deep, both had yielded 
some pus Out of these incisions were protruding unhealth) 
granulations edematous and red, aerj sensitne, and pus es- 
caping In the dorsal region there seemed to be some deep 
indistinct fluctuation The patient had a temperature 



The lirst thing im did was the application of moist dressings 
to hi' arm w iih Hillrolh > solution This \ ir\ soon reduced the 
inflimmatorv unuhtion of Kmphangitis and adenitis Where- 
ujKin under gimrd anesthesia hi, ham! was opened b\ anux 
cision «.\teniling from the tip of his right indet finger on the 
msiili of thi hand dear down to the niCihin line of the wnst 
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(Tig 250) In this inasion the sheaths of both tendons of the 
index finger x\ere found surrounded and filled nith thick xelluw 
pus The pocket extended into the dorsal surface ’Sothing 
eLe nas done but this caxitj packed and the patient brought 
to bed after hu operation The dressings were changed on the 
fourth da\ Lnfortunatelj , the tendons were dead and sloughed 
out\er\ shorth leaxmg health} granulations extending through 
the whole incision but <iorae fibers of the paratendinoui, II ue 
rcmainetl ali\e 



Fi" 249 The end re ult >otb sec zidao union ( r <Jui U bj adl e' t p!a ter 

aijaptat n 

\\ ithin three w eeks after the mjur> the last traces of the dead 
tendons sloughed off and the hand was treated dunng this whole 
time b} sunpK rtmoMng the packing and ilrc' ing o\er the 
wound As soon as the granulations were perfecth clean I'lth 
no more foreign bod\ or necrotic tendon present a secondan 
suture united the wound and ffetored the shape (f the hand 
(Fig 231) 
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E^en 'll this time flexion of the finger within the joint of the 
third phalanx and metacarpus is possible cx identl) due to the 
remnants of some fibers of the flexor ten<Ion 

But the question will arise whether it is worth while to under 
take a plastic of the flexor tendon so as to allow full folding of the 
index finger It seems to me that that will not be possible 
although it maj be tneil 



1 1,. 2'0 ln«. I m ol il c I blc^ir<noUb haiul into the miOdlc uf till hullu \ 

1 ihi han 1 vho« «l o ihc mir ti tendon in the center ithc tendon i 'hitcl 

Ihi'i two i IMS illustrate, how phlegmonous afiections of 
lingirs m<l h in<ls ought to bt tnatetl namil\ witk opining of 
tin inliitid an i dong sidi initomii clnnniK gning a ilnnci 
Id dl infictKl inas to tlischirgt their deat! ind half diad tissue 
outw jril without muili tension anti then to rislore b\ sicondan 
-ulun norm d lonlours of the hand Lndertake wo plastic work 
vV.W.’.' .V.'.-ivi' {Kf/evlh amruti' fnrfiips a xcar or 

two \i IT' nur th s stxirt pilholo^u condition has healed out 
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Until then plastic operation will not be «ucces ful, but wben 



Re Jal— oC a<ii(>uo<>a »Cwr lU ibe wpue iftteeuou* ptec». b- 
vielded to fnaulatioa The gtiimai« re«uti |»n(rt pcssb!> 

«ome •uaDf«* tn the DovtiiKM of iho lodtx finscr '►hich pradualy hoW'fi 

«OQ0 dfS ft 

normal conditions ha\e returned lendopla t% ma% be tried tnth 
«ome pro-pect of 'ucress 
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Cook County Hospital 

THE ACUTE ABDOMEN— A CLINTCAL LECTURE 

Si mmary A patieat presenting symptoms of an acute abdominal cond tion 
complicated by certain evidences of lotfathotacic disease— diHerenUatioo of 
the acute abdomenfromaoiteiafiainmationsoftbe pleura Deta led analysis 
of the s gns and symptoms of aente abdominal affection 

This patient presents many of the symptoms of an acute 
abdominal condition but the question has been raised whether 
we are not dealing with some acute thoraac lesion whose chmeal 
picture simulates very closely that of an acute affection of one 
of the abdominal viscera In other words, has this patient a 
pntvunoma with referred abdominal ngidity and tenderness or 
has he one of the numerous conditions which can gi\ e rise to the 
so-called "acute abdomen”? 

What are the salient facts in his history? A man sixty seven 
years of age, a tailor by occupation has ahvays enjoyed good 
health up to two weeks ago, when his present illness began with a 
cough and pain m the right side of the abdomen The cough 
has been accompamed by the expectoration of a large amount of 
Jellowish mucopurulent sputum He has never had any at 
tacks of abdoimnal pain up to two weeks ago His previous his 
tor^ , habits etc , only reveal the existence of a chancre twenty 
years ago The physical exammation of his lungs and heart 
fads to show any changes which would account for the abdominal 
symptoms Let me, however, call your attention to the great 
lalue of the exammation of acute pulmonary lesions with the 
fluoroscope and by taking stereoscopic pictures of the chest 
During the past wmler it has been possible to diagnose areas of 
consolidation b> these x ray methods at many of the cantonment 
base fiospitafs before the physical signs showed a pneumonia or 
emp\ emi 
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I feel ccaifidmt e \ en lathout aa iiaj ezancistiaa that t» 
can exdi.de a thoraac condition as the underlrms cs.z^ cf ts 
acute abdominal s^mptOIIls even thoush his treathing is npd 
and costal m tjpe. OnemL5t however nev er o\ erlook th" pc<- 
sibili^ that a pneumonia or a pln.n5v situated dose to the da 
phragsn may give ii_e to «uch maAed abdominal mi 

tenderness as to completdj simulate a true rntr^peitcneal ksica, 
and many piatieats have been laparotomized for a ^xgiptsed 
acute appcndiatis or acute gall bladder mfecticKi when, miesitr 
the cause was located above the diaphragm- 

Tbe patient since bs entrance to the hospital has appeared 
ven xD, but hi^ temperature remains about 101“ F and the 
biffhest white blood-count is la 000 with 80 per cent, pohmo' 
phonudears. The duef symptoms dumg the two weds sme 
the onset cf hua iHness have been the cou^ and the ndit-SJ^*d 
abdominal pam- Let u» now examine the abdomen, 'll* 
reveaL the foflowms 

There b a soft irredadble mnbihcal henna about the sue cf 
a walnat The lower half of the abdomen is quite p'ominent and 
moves but little with respnabon. There i» no ngiitv presm* 
anywhere except in the n^t upper quaxirant, but there is tendff 
cess over the entire nght half, r^denng it imposib^e to pa^te 
satisfactorily >o areas of dnlcess can be found Rectal ex 
ammaticn does cot reveal any bulging as is often found when an 
appendiceal abscess Les in the true pdvTs In this connectira 
let me urge you never to omit taking the rectal tenqieratine m 
every acute abdominal case, ariH again, nev a to fail to make a 
rectal esnmmation m both «eies espeoaDv cfcildreii, and a 
bimanual vaginal examination whenever possible m the female. 

Let us consider «ome of the manv acute abdominal conditions 
which can give rise to svmptoms «udi as t>>-- patient has and 
•see if we can amve at a diagnosis bj eidadmg the majonty of 
then fr om further consideration. 

In the dinereotial d.2gso5i3 of the various oondiUona whidi 
g ppMr under th* dinicd picture of the acute abdomen it is of 
advantage to have some de^mteidan of ennaeiatmg them so that 
even the Iss frequent ones are not omitted from consideration, 
j found that if I begm with the viscuia normally found in 
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the upper abdomen and tbmTf of the acute lesions of these struc- 
tures and then proceed to recall those of the viscera of the lower 
portion of the abdomen I can rapidfy eliminate ope condition 
after the other from consideration The same is true of extra- 
abdominal causes which cnn also be enumerated froju a regional 
standpoint, e g , nervous system, thorax, etc 

The conditions which the surgeon must consider ui makmg the 
diagnosis of the cause of the acute abdommal sjTnptoms m his 
patient are the followmg enumerated, as I have ju?t suggested, 
according to viscera and regions 
Acute abdmtnal ajffecUons 

1 Bihaiy passages, h\er, and subphiemc space 

(а) Infecbons of the gall bladder or bile-ddcts, with or 

without calculi 

(б) Abscess of the h\er (solitary or multiple) 

(c) Subphrenic ^enlonitis (dry or suppurative) 

2 Stomach and duodenum 

(a) Acute and subacute perforations of ulcers 

(() Acute dilatation of the stomach 

3 Pancreas (acute and subacute hemonbagic aud suppura- 

tive pancreatitis) 

4 Spleen 

(а) Acute pensplemtis 

(б) Splenic abscess 

(c) Torsion of movable spleen 

5 Omentum and mesentery (including \ essels) 

(a) Torsion of the omentum 

(&) Acute suppurative epiploitis 

(c) Thrombosis and embolism of the mesenlenc vessels 

(d) Acute suppuration of the mesentenc lyjpph nodes 

6 Small intestine 

(a) Acute ileckel s diverticulitis 

(f>) Deus oi \ anous fonns (espcoally obstruction by bands, 
kinls, through apertures, or by mtussnsception) 

(c) Gastroenteritis 

(d) Lead-colic. 

(e) Reflex ileus from x-anous causes 

vox. J— 4S 
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7 Large intestine (except ceoim and appeodir) 

(а) Sigmoid diverticulitis 

(б) Vanous forms of Qeus (espcaaJly volvulus) 

(c) Inflamed rectal dnerticclum. 

(d) Enterocolitis 

8 Cecum and appendix 

(а) Pnmaij tj’phlilis (non malignant) 

(б) Appendiatis ^ogenic actmomj cotic, and tuba 

culous) 

(c) Carcmoma of appendix or cecum vnth ■lecondan 

infection. 

(d) Acute infection of ileocecal l}Tnph nodes 

9 Pentoneiim 

(a) Acute pjogcnic pentonitis due to non traianaticpa 

foiation of a hollow viscus or extension from mta 
nal gemtalu of fonale. 

(i) Pneumococcus pentoutis 

(e) Subacute tuberculous pentonitis usuaU> <econdaij to 

tuberculous appendiati> 

10 Genito-urmarj tract. 

(a) Acute infections of kidoe> pennephntic tbsue and 
ureter 

(&) Renal and ureteral calculi. 

(e) Ditl s crises (kinkmg of ureter in movable kidney) 

(d) Stnctures of the ureter with infection 

(r) Tumors of the kidne> (with fever) 

( f) Acute indaiQinatfoii ol the intra abdommal portion of 

the vas deferens 

11 Internal genitalia of female 

(a) Twistmg of pedicle of ovarian cjst or pedunculated 
fibroid of uterus 
(() Salpingitis oophontis etc 
(c) Extra uterine pregnancj 
Exlra-ahdimznal causes 

1 Thorax (pneumonia and pleurisy — espeoallj diaphragm 
atic — with referred abdominal s>mptoms) 
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2 Nervous system 

(а) Tumors of spinal cord or spinal column with referred 

pains 

(б) Tabes with visceral crises espeaally gastric and renal 
(c) Hysteria 

3 Inflamed lymph nodes along the ihac vessels (simulates 

acute appendicitis) 

It will be impossible for us to discuss m detail all of these 
many affections which must be taken into consideration ui the 
differential diagnosis of the acute abdomen but we will take up 
briefly the mote common ones 

1 Biliary passages hver and subphremc space 
Under acute affections of the bihary passages we include the 
foUowmg 

a Acute cholecystitis with or without calculi in the gall 
bladder or cystic duct or both 
b Acute choledochitis (acute inflammation ui the common 
duct or mam hepatic ducts) with or without calculi 
c Acute cholangitis (mtrabepatic) 

a Aeule cholecystitis unlk or without calculi in the gall-bladder 
or cystic duct or both 

It was formerly thought that the mere passage of calcuh could 
be the only cause of severe pam referable to the bihary tract but 
we now know that the passage of such calcuh is mvanably ac 
compamed by more or less inflammatory reaction or is rather 
caused by this and furthermore it is a well recognized fact that 
an acute or chrome infection withm the lumen of the gall bladder 
or of the ertrahepatic or even of the finer intrahepatic bile-ducts 
can give nse to practically the some climcal picture as though 
calculi were present It is therefore advisable both m regard 
to diagnosis and prognosis to be guarded m makmg the statement 
that calcuh are or are not the cause of the acute symptoms in 
these structures In other winds the climcal picture of a se\ ere 
mfection of the gall bladder without calculi does not differ m 
any essential particular from that of a similar case m which a 
smgle hrge or a number of small calcuh are present The most 
striking s>mplom is se\ ere pam referred to a point conespondmg 
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to the outer portion of the right rectus muscle dose to tie ngit 
costal arch The typical radiation of pam (Fig 252) is toward 
the tight shoulder, but m a number of cases It has been observed 
to radiate to the left shoulder as veil, and often one sees a patient 
whose prindpal direction of radiatmn of pain has been directly 
backward toward the spine This pam is usually accompanied 



[tg 252 — Aitovs udicstc vsnms duecOoiis in viucii radiates m a£ute 
choIecTstiUs •nib or witbout calculi. 

by rise of temperature to 103*^ F or higher, by a marked leuko- 
cytosis, v-omiting during the attack, and a slight nse m the pulse- 
rate On palpation there is usually tenderness present just 
below the nght costal arch along the outer border of the nght 
rectus muscle If the patient is seen just after an attack one can 
best elicit this tenderness by hooking the fingers deeply from above 
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beneath the costal arch while the patient is asked to take a 
deep breath In some cases a distmct ovoid, elastic swelling is 
to be felt over the area of toidemess due to the tensely filled 
gall bladder, but one can be readily deceived by mistaking for it 
the ngidity which is usually present in these cases m the nght 
upper quadrant of the abdomen If the hver is located at a 



Fig 2SS — LocauoD of gall bladder Rben Ijvcr is in its normal position and in 
different degrees of ptosis of the bver {A and B) 

lower level than normal or if there is a so-called long, pendulous 
gall bladder all of the local findings just desenbed may be most 
marked at the le\ el of the umbihcus or e^ en lower, as far down as 
the le\ el of Poupart's hgament (Fig 253) 

Icterus IS not a sjmptom of acute cholecystitis with or with 
out calculi It may be present in sbght degree during the attack, 
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but disappears rapidfy as soon as the inflammafon sjinptoEs 
subside, and e%ea if present is nc%er of as deep a tint as is the 
case in infection snth or s^ithout calculi in the common duct 
b Acute ckeledochths, with or vnt/ieut calculi 
Calculi TTithin the common duct gi>e nse to more or less 
topical sjTQptoms m about 80 per cent of the cases These are 
(a) Jaundice —If the calculus is finnly impacted at an) por 
tion of the duct the jaundice is intense sudden in onset and 
permanent until the calculus is either passed spontaneous]! o: 
remo! ed at ofieration or until the inflammatory swellmg of the 
head of the panaeas subsides suffiaently to allow bile to pass 
alongside of the calculus into the duodenum I menbon the 
head of the pancreas because it is at this lower end of the common 
duct — I e , just abo!e or at the ampulla of Vater— where an 
obstruction of the common duct is most frequent as a result of the 
unpactiOQ of calculi Achobc stools (da> colored) accompaaj 
the jaundice 

(i) CMls and fe"er— They are a \ei> frequent accom 
paniment of infection of both the extra and intrahepabc bSe> 
passages The chills and fe%er recur at irregular inten’als fol 
lowed by a profuse perspiratiou and differ from malarial chills 
both by the irxcgulanly of their recurrence and the absence of 
the plasmodium m the blood I mention particularlj because 
many such cases ha-ie been mistaken in the past, and are stDl 
wrongl> diagnosed as xnalana especiali> when pain and jaundice 
are not promment m the clinical picture 

(^) Pam IS not as prominent a sympiam ol inSecbon (with 
or without calculi) m the common duct as it is with the 
same condition m the gall bladder or Q'stic duct The pam is 
usuallj located near the median hne but has the same directions 
of radiation as is true of gall bladder diseases (see Fig 2o2) 
Atypieal common duct cases 

In about 20 per cent of the cases calcuh ma> be present in the 
common or hepatic or even m the mtiahepatic bile^ucts jnlhoul 
pTing nse to an) symptoms vhalsoever I have already called 
attention to these so-called ^ent common duct calcuh* and 
■ Mediaae »od Sinenr July 1917 
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emphasized the imporlanct of i thorough cximination of the 
common duct during opera liom for cholelithiists when certain 
mdieations arc present 

The sjTidrome w hich has been usuallj thought to bt pathog 
nomonic for calculi in the common or hepatic ducts is jaundice 
pain achobc stools chills andfe\er Our views however have 



and pancreas atUr ZuckecVaodl 

(.Inngid in this ri.'pect that wt know that an infection fwithout 
iikulil within both the cMra and mtrihcpatic bde ducts can 
giM rt'i. t > practicall> ibi <samc s^mptoro^ including jaundice 
when cilculi irc It i onlj ncccssarj to remember 

(I ig 2^4) Ihi cl ) L rcliion t the I >w trend of the Common duct 
to the panert is In marl\ 9-» jwr itnt of tin. cadai prs examined 
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b) \'on Bungner the common duct was found to be compIcteK 
surrounded bj the pancreas and one can readil) understand 
how cither an acute or chrumc pancreatitis can cause obstruction 
to the common duct hit that due to a calculus and fa\or the 
spread of infection within it 

c Intrahepalic injechon cholangitis unth or unlhout calculi 
The sjmptoms of infection within the li\er itself if still con 
fined to the bile-ducts and to the immediatelj adjacent tissue do 
not differ enough from those mentioned in the presnous class— 1 c 
common duct ca'es — and cannot be differentiated from them 
Before leasing this subject of acute infections of the biliar% 
tract it IS w ell to recall to j our mind the fact that cases of am 
noma of the gall bladder ma> on account of the acute mfection 
accotnpanjing them simulate to such an extent an acute chole 
cystitis as not to be recognizable until the malignant condition is 
disclosed at operation Again it t. important to remember that 
certain complications of gall bladder infections may change the 
clinical picture considerably I refer espenaUj to ca'es of pen 
cholecystitic abscess due to perforation of the gall bladder wall 
and to those ol ioTiDstion of an abscess between the gall bladder 
and the abdominal wall or between the gall bladder and one of 
the adjacent Mscera or finallx in the right subphrenic space 
If the latter condition occurs the sxTnptotns due to it completely 
change the clinical picture and the underlying condition of gall 
bladder infection is completely ox ershadoxi ed by the symptoms 
of subphrenic abscess 

Perforation of the gall bladder mto the general peritoneal 
caxnty does not as a rule gixe nse to the same sex ere initial 
symptoms as xriU be mentioned under the head of perforated 
gastnc or duodenal ulcer Then, is usually a history of preceding 
gall stone attacks but aside from this one cannot distinguish 
the symptoms of peritonitis due to such a perforation in the 
majonty of ca«es from those due to perforation of other upper 
abdominal xiscera 

A hscess of h er 

Solitary Abscess — This must be thought of w henex tr a paUent 
complains of pain m the nght upper quadrant of the abdomen 
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ladiatmg to the right shoulder and accompanied by megulaily 
recurring chills , fever, and sweats It is most common m tropical 
countnes as a complication of amebic dysentery, but the latter 
occurs often enough m our northern climate to think of a solitary 
abscess when the symptoms I have just enumerated are present, 
and a search should be made for the Amoeba coli m the stools 
If the abscess is situated close to the convexity or lateral aspects 
of the hver, an area of dulness may be found extendmg upward 
from the liver and an absence of the notnuil rcspuratory excursion 
m the costophrenic sinus I have called attention' to the great 
value of the * ray in malting an early diagnosis of abscess of the 
liver situated near the diaphragm as well as of subphrenic abscess, 
and can warmly recommend both the fluoroscopic and stereoscopic 
plate methods from day to day whenever these are available 
Icterus IS not a typical symptom of a solitary abscess, but is more 
frequently present in multiple abscesses It is necessary to 
differentiate such a sohtary abscess when fever is present, espe- 
cially when accompanied by irregular dulls and sweats, from 
multiple abscesses of the liver (see below), from a subphrenic 
abscess (see below) from infection withm the kidney (pyelone 
phntis), and also from an encapsulated empyema between the 
lower lobe of the limg and diaphragm Exploratory puncture 
should only be performed whenever an x ray examination is not 
possible, and then only just before an operation, because one is 
\ ery apt to infect the abdominal or tboiaoc wall if a long mleiv’al 
exists between the tune of puncture and that of operation 

MuUtple Abscesses of the Lner — ^These are almost invariably 
secondary to one of two conditions (a) Infection somewhere 
along the course of the portal vcm — most frequently the appendix 
(Fig 2SS), (6) as a complication of calcub m the intra or extra- 
hepatic bile-ducts or even as an extension of a severe infection 
(acute choledochitis) from the common duct mto the finer bile- 
ducts within the liver I have already described' the first 
condition as a complication of appendiatis m a previous lecture 
and have described the second cause of multiple abscesses under 

' SurpaJ Oinics of Cbicsgo, 1917, vol. 1 , p 103S 

>Ib>d 
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the head of acute mfectums of the gaD bladder and b2e-passages 
(see abo\ e) today. 

The septic condition of the patient oveishadOTS the local 
sjTnptoms to such an extent that when the severe chill-, fever, 
and sweat cj cles recur at irregular mtcrvah one does not thmi of 



Tig 290 — Most bapiait paaaij foci of infection la Eabpliie&ic sbscts& 
On tbe n^t side tlie arrows imtiote bow fn/ectua reaches the snhphreaic s;ace 
froa the ap pendi x, gaU-fcladder pylonc regwn, and doodemcn. On the leS 
the arrows shioir routes of mfettiiniAooi b^er Cgryatnre of ttwnach and fag 
^lees. 

an mtrahepabc infection. I have known such a dread compho 
tion to occur both m cases of severe ^jpendiatis with a generalized 
peotonitis and m much mOd^ fmms of appendiatis where the 
appendix was gai^renous but the prognosis for an uneventful 
tfCDveiy seemed bejond doubt unt3 the symptoms of sepsis 
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With irregularl) recurring fe\er chiUs and sweats appeared as 
indicating an extension of a suppucatixe thrombotic process from 
the veins of the appendix to those within the liver 

The previous historj of an appendicitis or of infection vnthin 
the biharj tract will be of the greatest aid m differentiating this 
acute condition from that of a severe infection within the kidney 
especially when there are but localizing signs referable to the 
latter organ A diagnosis of malaria covers a multitude of errors 
of omlS‘^lon in cases presenting chills fever and sweats as the 
most prominent symptoms and should never be made unless the 
Plasmodium malaris is demonstrable 

Subphremc Afircess — In the lecture on comphcations of ap 
pcndicitis' I hav e referred to the occurrence of this acute condi 
tion It may also follow infection or perforation of the gall 
bladder perforation of a gastric or duodenal ulcer or an infection 
of the kidnej or spleen 

One must -ilwaj s flunk of this condition when fev er and other 
evidences of infection persist after one of these various primary 
affectionshas been operated upon orexists IItheprimar> cause 
IS in the gallbladder right kidney duodenum pjloric end of 
stomach or appendix the abscess is to be found somewhere 
beneath the right half of the diaphragm If the umlerljing 
di^ase la m the posterior wall or lesser cunatute of the stomach 
spktn or right kidncj the secondary abscess u m the left sub 
phrenic space (Fig 25S) 

Comparativclv few of the ca«cs present any local signs such 
IS pain tenderness rigidity etc hence the diagnosis m the 
m ijorily of c i*-cs must be one of exclusion as to the cause of the 
symptoms of intvction when it occurs cither as an apparently 
primarv acuti abdomin il alTcction or when il is secondary to an 
operation for one of the lesions just mentioned 

The fev cr i' of a continuous type chilK not being present un 
less the ab>-ti.>-s is the result of the extension to the subphremc 
spate of an intrahepalic infection In such cases the symptoms of 
till htiir i mdilnn t«miplttclv overshadow those of the sub 
W.V.' po sibfc before 

surjriaUln ol 1 1 ar mi. 
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ojieration an x ra^ ixanunation Exploraton puncture 
should ne\er be done unless one b prepared to operate un 
mcdiatdv aftenvard 

In the majontj of cases of subphrenic abscess the diagno-b 
can be made from the following data 

(o) Fe^er and other e\adences of infection as a comphcation 
of one of the pnmarj conditions enumerated abose 


( 

t 



Fig ’36 — Tspical con'M liadot t,rCTi mthe t raj plale of case of 'ubphrouc 
ab-ces. \rrow I points to the upward bulgiiu haduw seen at right dome of 
diapbra"ra 

(6) X Ra) esammation &hcm»uTeg\dant\ m outline and ^lo^e 
ment of diaphragm (Fig 2a6) 

(c) Esndences of dulnesa (irregular tn outline) along upper 
border wath more or less displacement of lit er dort-ntrard on nght 
side and of arcumsmbed areas of dulncss close to diaphragm on 
left side 

(d) Esploratorv puncture re\eals pus 

2 Slomach and duodenum 

(a) Perforation of bemgn or of indbgnant lesions 
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I was imder the uapression that only the perforation of an 
ulcer of the stomach or of the duodoium could give nse to acute 
symptoms until recently, when a case m which perforation of 
a carcinoma of the posterior wall^ caused me to change my 
opinion The \new held by many chmaans that a perforation 
of a benign ulcer of the stomach or duodenum always gives nse 
to acute symptoms must also be revised 

Moynihan and Limd were the first to direct attention to a 
group of cases of subacute perforation m which the symptoms 
are very indistinct, and the first suspiaon of a perforation is 
when the local signs of encapsulated suppuration are found before 
and confirmed at operation as having had their source in the per- 
foration of a gastnc or duodenal ulcer, the location of the abscess, 
of course, varymg with that of the ulcer and being found either m 
the general or lesser peritoneal cawty 

‘Hie more acute perforations take place into the general pen- 
toneal cavity with no tendency toward walling off of the spreading 
infection In the first hours the differential diagnosis must be 
pnnapally made from that of an acute pancreatitis (see below) 
on account of the proiomity of the viscera The most important 
data upon which to base a diagnosis of perforated gastnc or 
duodenal ulcer are the following 

(а) Pam — sudden, paroxysmal, and severe — referred at first 
to cpigastnum m both gastnc and duodenal ulcers, but also to 
right side of abdomen in duodenal ulcer (espeaaUy to right ihac 
region) 

(б) Muscular ngidity and tenderness m same areas as pain or 
tenderness In the case of a duodenal perforation cases have 
been erroneously diagnosed as appendiatis in the early stages 
because of the prommence of the nght sided symptoms 

(c) Collapse — not so severe as in acute pancreatitis, and ap 
pears slower 

(J) History of gastnc or duodenal ulcer At times patient 
has been under medical treatment for one of these conditions 

The above symptoms are only present in the first six to twelve 
hours After this period the symptoms are those of a spreading 
> Described IQ Surs cal duucf of Oucaso Febniio, 1917 
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pentomtis The most valuaUe evidences of such a wider dis- 
semuiation of the infection are the mcrease from hour to hour of 
the extent of the muscular ngidity (Fig 257) and tenderness 
accompamed. by a correspondUng steady nse m the pulse-nte 
Vomiting obsbpation, and abdominal distention are symptoms 
of a more advanced peritonitis They do not appear until long 



ng 257 -—Typical locatums of areas of ngidity Mid tendeniess n Ic P« 
foratioa of gastnc or duodcijal ulms and in acute paucreatiUs 5 in acute aflec 
lions of biliary tracL 

after the diagnosis should have been made to be of avail if the 
patient is to be operated upon 

Acute Dilatation oj the Stomach — ^This usually occurs as a 
comphcation of operations m the upper abdomen, appendix, 
and for pentomtis from any cause It may however, be found 
-asan^Oite condition mdependent of these causes, e g ,in pneu 
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rnonia, gastritis, and many other conditions, and should be rec- 
ognized and gastnc lavage done to save a hfe It is seen 
clinically m one of two forms 

(a) Symptoms of upward displacement of the diaphragm 
(cyanosis, dyspnea, shock, rapid pulse), with marked prommence 
of epigastnum and tympanitic note extending well up into thorax 

(b) Same symptoms as above, accompamed by vonutmg with- 
out much effort of large quantities of browmsh, sour fluid 

The condibon is usually due to a paresis of the gastnc muscula 
ture and requires immediate tecogmtion* and treatment 

3 Acute a^echonz 0 ] the pancreas 

In a recent case I was able to make a diagnosis of acute pan 
creatitis before operation from the foUowmg data Two days 
before admission to the hospital the patient, a woman of fifty, 
had been taken suddenly with a most mtense and constant pam 
localized just between the ensifonn and umbihcus, in the median 
line The pain continued for the greater portion of the first 
twenty four hours and shortly after its onset was accompamed 
by vonutmg Upon admission to the hospital the case was at 
first thought to be a spreading pentomtis due to perforation of 
one of the hollow viscera of the upper abdomen (stomach duo 
denum, or gall bladder) I was, however, struck by the collapsed 
appearance of the patient Her eyes were sunken, nose pmched 
and cold lips and finger nails bluish skin cold and clammy, and 
pulse very small and soft The abdomen although uniformly 
distended was not ngid or tender Laparotomy was performed 
and upon openmg the pentoneal cavity the presence of hundreds 
of areas of fat necrosis on the omentum and peritoneum and the 
escape of the beef broth’ colored fluid at once confirmed the 
diagnosis In another recent case I expressed the opimon that 
a patient a woman of fifty six had a very virulent form of m 
lection of the gall bladder complicating cholelithiasis on account 
of the extrcmelj septic appearance of the patient, the high fe\ er 
and the absence of ngidity o\ er the gall bladder region although 
tenderness ^ as still present Upon openmg the pentoneal canty 
we noted at once the presence of innumerable whitish areas on the 
■ Surg cal G n n of Cb caso 1917 aol i p 
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omentum and suspensory ligament of the L% er The gall bladder 
was intenselj inflamed and contained manj calculi. 

I ha\e mentioned these two forms of acute pancreatitis be- 
cause m the first case the rtimcal picture was that of the h)^?: 
acute t>-pe, while m the second patient the pancreatitis was of the 
acute or perhaps subacute form, m which the pancreatitis is 
milder and onlj a comphcation of an acute cholecystitis with or 
without calculi 

Recent arbcles by Dea\ er,* W atts,* and Linder* hai e been 
of great sersnee in callmg our attention to the most important 
clmical features, as well as to the possibility of early operation if a 
diagnosis can be made 

There are three forms of acute pancreatitis according to 
Dea^r, as follows 

(o) Byperacute — Sudden onset, with most 5e\ ere and steady 
pam lastug twenty four hours in the epigastrium, accompanied 
by symptoms of shock and vomiting followed rapidly by fbos* 
of collapse The upper abdomen is distended, but not ngid or 
tender 

(J) .<4cu/e— Sudden, but less severe onset The vomiting is 
a more marked feature and is accompanied by obstinate constipa 
tion, so that the climral picture simulates that of an mtestmal 
obstruction. The upper abdominal disteation becomes more 
generalized, so that a spreadmg pentomtis from perforation of an 
upper abdominal hollow viscus is often thought of There is a 
history of precedmg attacks of gall-stones in many cases Sup- 
puration with the formation of a soft, tender mass follows, as a 
rule, in this form 

(c) Subacute — ^Tbe symptoms resemble those of an acute 
cholecystitis with or without calculi « e , pam m the epigastrium 
V omiting, etc. Very often a cholecy3titis accompanies the pan 
creatibs, as m my second case referred to abov e, and may hav e 
been the cause of the subacute pancreatitis 

The differential diagnosis is well summed up by Watts as 
follows 

I Jour Aioer Med. Assoc, 1917 69 43t « Aaa. Sorg, 1918 67,278 

ijoor Aj=k Med. Assoc, 1917, 69 266 
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Ferfonted gaitrie or dsodoul 

aker lint. AcuU pucratiUi. 

1 Hutoiy of gastric 1 Pam severe, but not 1 Pam agonizmg, but 

disturbances as mteose as m pancrea do rigidity and but little 

Utis tenderness 

2 Marled ngidity and 2 Collapse coues on 2 Rapid onset of col 

tenderness (early) m epi tlower lapse symptoms 

gastnum 

3 Higher temperature 3 Vomiting and obsti 3 Upper abdominal 

and white blood count pation most narked fea distention gradually 

tuie spreads to other regions 

4 Vomiting and obsti 
pation not as prominent a 
feature asm ileus 

Having taken up the acute affections of the upper abdominal 
viscera (excepting the spleen), I shall discuss the diagnosis of the 
remainder of the acute abdominal tnnditions in our next lecture 

VOt. *—45 
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MAUGNANT DISEASE OF THE CERVICAL STUHP AFTER 
SUPRAVAGINAL HYSTERECTOMY 

Summary Demonstrabon of a paueot wbo developed caicmoD^a of the cervical 

stump three years after suptavagmal hysterectomy for fibroid summary of 

60 reported cases 

Three years ago this patient was admitted to the Gyneco- 
logical Service at the Cooh County Hospital -wiib the ioUowuig 
complaint 

The patient has been able to feel a large mass tn the lower 
abdomen Complains of pam m back and sides when on her 
feet Has had dysmenorrhea, flatulence, constipation, frequency 
of umation, and leukorrhea of a brownish color, but not hem 
onhagic 

The first symptom which she noticed three years ago was 
a frequent desire to urinate and the development of a cystocele 
After her attention had been called to it she noticed a tumor 
mass m her abdomen whidi she could easily feel There have 
been no hemorrhages during the past year Menstruation has 
been as usual, with the exception of d>’smenorrhca Patient 
feels well, although she thinks she has been losmg weight She 
has no cough and there arc no lung findings, no edema of the 
feet, no shortness of breath She has frequent attacks of head 
ache and a slight neuralgia of the face She gets up two or 
three times at night to urinate 

Sexual Htslory — Menstruation began at twelve years, 
twenty-eight-day type, duration seien days, dysmenoirhea 
Last penod began No\ ember 6, 1914, and was similar to others 
m all rc«pccts 
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Obslelnc Biitory — Mamed for twent> three }ears The 
oldest diild is twenty-one years old and the joungest child t 
twehe years old She had one miscarriage eighteen years 
ago She has had leukonhea for twenty-one years Patient 
was tom at time of delneiy Puerpenum was nonnal each 
tune 

Past But^ry — ^Measles, whooping-cough and mumps. 

Physical Examination. — ^The patient is a well nourished col 
ored woman who does not look ill Head and neck are nega 
ti\ e Pupils are nonnal and react to hght and accommodation. 
Teeth are m good shape Cer\acal glands are not palpable. 
ThyTOid gland is somewhat enlarged Thorax is well deieloped 
and symmetric. Apices are resonant and lower borders are 
movable Breath sounds are Acsicular and there arc no riles. 
Heart sounds are distant, but regular in rhythm and mtensity, 
no murmurs 

Abdonunal walla are muscular The lower abdemeD is pm 
dulous and is filled with a hard tumor mass extending to the 
uQibihais There is no tendenjess or muscle spasm 

Pel-ns — Introitus is relaxed Cystocele present There u 
a white discharge present The cemx is large and indurated, 
and the entire pehis is filled a large nodular, firm and mi 
moiwhle mass continuous with the uterus 

Climcal diagnosis is cystocele lacerated cer\u and fibroid 
of the uterus 

Examination of the blood shows 8700 leukocytes and 80 per 
cent hmoglobm 
Unne is negati\ e 

Tie patient was operated at that tune the operation coa 
stsUng of an antenor colporrhaphy penneonhaphv sopra'"^® 
inal hysterectomy and appendectomy Iea\Tng the left oi'aiy 
Present History — ^Tbe patient returned to Cook County 
Hospital January 5 1918 with the following history 

Sinffi the last operation she had been m fairly good health, 
except for bladder trouble until last March when she began 
to bleed shghlly from the a-agma Since that time the bleeding 
has become somewhat worse each month, at times being con 
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tinuous There were penods of a week or more when there 
would be no bJeeding For the last two months the bleeding 
has been excessive She has been under medical care, the doc- 
tor gi\'mg her some medicme internally The day before Christ- 
mas the patient bled excessively, and a physiaan who was 
called advised her to go to the hospital 

Present Complaint — Bleeding from vagma, chills and fever, 
loss of weight The rhills came on December 24th, lasted from 
6ne to five minutes, and recurred at frequent intervals, followed 
by slight elevations of temperature The loss of weight has 
been gradual, about IS pounds in the last year 

Family history is negative Has one son twenty four years 
of age, hvmg and well 

Habits are good Urmates two to three tunes at lught 
Physical Examination — ^Head, neck, and chest are negative 
Abdomen sbon’s the scar from the previous operation No 
tumors are palpable and there is no tenderness There are no 
palpable inguinal glands Perineum is normal No edema of 
extremities and knee jerks are normal 

Blood pressure is 112 systohc and 60 diastolic 
Vaginal examination shows the anterior vaginal wall re- 
laxed, tender, and bulging somewhat The cervix is low, quite 
large, edematous, and bleeds easily The os admits one finger 
Diagnosis is carcinoma of the cervix 
Operation — After the usual preparation the vagma and cer 
MX were swabbed with tincture of lodm A median abdominal 
mcision was then made, exasmg the old scar The ureters T^exe 
located at the pehac brim and the pentoneum was mased over 
them as far as the broad hgaments At this point they were 
followed through the broad ligaments by blunt dissection, and 
a ligature was passed around the utenne vessels as far out as 
possible through this opening The bladder was pushed back to 
the point of exposing the antenor xaguial wall Two large 
damps were then placed on the upper portion of the xagina, 
which was then cut across The cervical stump, upper portion 
of the x-agina and parametnum as far out as our ligatures were 
then remo\T<l Enlarged glands along the iliac xesseb and m 
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the parametnum about the bgatures were then searched for 
but none found although several glands were remcrt ed 

The regular operation for this condition could not be done 
as conditions following the supravaginal hj'sterectom) were 
present which made it necessary to change our technic The 
first operator had pentomzed the tissues so well that few ad 
faesions were present The ovary left i« situ at the first opera 
tion had become cj’Sbc because of the cuttmg off of its blood 
supply It was remov cd 

Pathologic report showed a squamous^elled caranoma but 
due to a rmsunderstanding sbdes were not made of the para 
metnum adjacent to the line of inosion so we are not sure that 
our inasions were all made in healthy tissue. 

Comments — In reviewing the hterature on this subject we 
find that about 60 cases have been reported Chiobak* was 
probablj the first to call attention to the possibOity of the 
desalcpment. of this condition Ht reported % casea o( wbd 
2 were caranoma and 1 sarcoma 

In this country Cumer* was perhaps the firtt to report 
cases of this Lmd Dr Vender Isewton Leonard* of Balh 
more reports 2 cases and gives a very mterestuig review of 
the literature on the subject 

In view of the fact that malignancy does sometimes occur 
m the cervical stump after supiavagmal hysterectoioy the argu 
ment has arisen as to the operation of choice in Uic removal 
of the uterus Botzong ♦ m 724 cases of supravaginal hja- 
terectomy collected from representative European clmics re- 
ports a primary mortality of 2 61 per cenL whffe m 499 cases 
of panhysterectomy the mortahty was 6 6 per cent 

ffTien we consider the fact that fewer 60 cases of this 
condition have been reported and that thousands of hysterec 
tomies have been performed one is led to believe that the con 
dition is not at all as common as we might suppose Then 
when we consider that a complete hysterectomy is nearly three 
^1^ as dangerous as the supravaginal m the absence of a 
cervical lesion that wc might call a precancerous condition we 
feel justified in domg the latter operation. However we must 
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feel quite sure that the cervix is free from any possible chance 
of malignancy The majority of (^erators seem to feel that a 
supravaginal hysterectomy is {deferable to a complete hyster- 
ectomy on account of the greater danger m the latter operation 
Since carcinoma sometimes occurs in myoma of the uterus, 
it would he well to have a microscopic exammAtion made of 
these cases, especiaUy where the myoma occurs near the cervix 
Many of the cases reported show that the mah^a^cy was no 
doubt present at the time of operation The niajonty of the 
cases reported followed myomata uten, as did ouf own case 
Botzong * Cumer,* Ffeishmann * Freund,* Hargraves,^ 
Kaufman,* Leonard * Lewis,* Newman, Noblo»“ Noms,‘* 
Quenu ” Savor,** Turner,** and Von Ehrlach** each report 1 
case of carcmoma of the cervical stump occumfig from six 
months tn aitia suiptivagiral hysterectomy for 

myoma of the uterus 

IVehmer,** Chrobak,* ^tanton *• and Menge** each report a 
case of sarcoma of the cervical stump occurring from three to 
nme months after supravagmal hysterectomy 

Landuiski** reports 2 cases of carcinoma following hysterec 
tomy for pelvic infection and ovanaa cysts eigb^ years and 
three years later respectively 

Jacobs** reports 2 cases of caranoma following hysterectomy 
for myoma each one month after operation The condition 
was almost ceitauily coexistmg m these cases 

Chaput** reports 4 cases of caranoma following pelvic infec- 
tion from one to six years after operation 

Oldshausen** reports 2 cases of caranoma one following my 
oma of the uterus, the other of unknown ongm, both seven 
J ears later 

Schenk** reports 1 case of caranoma four jears after the 
reino\-al of a large utenne tumor 

Lempe** reports a case of caranoma eighteen months after 
hysterectomy for pehac mfection 

Richelot” reports 3 cases occurring from six inonths to three 
jears after supra\'aginal b>-sterectomy for mjomA of the uterus 
In his article be refers to Ilattman** and Alurtr^,** who had 
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thfi pa r ametnum about tlse hgatcres irere fe, 

but none found, altbougb several glar>rt» were renovei 
The regular operation for this condition could not be 
as conditions folkmng the supravaginal b3'Sterectcsny mse 
present vrhidi tsade it necessax^ to diange our fi»i4nr. The 
first operator had peritonized the tissues so ireH that f"w ad- 
hesions were pTsent. The ovaij left i« «/» at the fint tper* 
tion had become cjstic becLse of the cutting oS of its bbod- 
stipplj It was remm ed. 

Pathologic report «hosrcd a squarnous^eOed caimoma, bu* 
due to a misanderstaoding shdes were not made of the para 
inetnuzn adjacent to the Lne of inosion, so we art not sure that 
our inasions were aO made in heaJthj tissue. 

Comments- — In reviewuig the literature on tfc» subject we 
find that about 60 cases haw been reported Cbobat* was 
p*obab!j the first to call attention to the poaibilitv of tls^ 
des-elopsent of this condition. Be repo'led $ cases of wLdi 
2 were caranoma and 1 sarcoma. 

Xo tfcia oounti) Cumer' was perhaps the first to iepo*t 
cues of ths kind Dr \eader Newton Leonard * of Balli- 
more repcrts 2 cases and gn-es a ^c:J interesting leMew of 
the Lteiatcre on the subject. 

In view of th" fact that cialtgsaiic> does sometimes occur 
m the cervical stump after ‘cpia^-agmaJ h^sterectanj the argu- 
ment has arisen as to the operation of choice m the remo'al 
of the uterus Botzong* in 724 cases of ^cp^v a g ra l hj-s- 
terectom} collected fr om repmsentatjie Eurcpean dunes re- 
ports a primary mortahtj of 2 61 per cent, while m 497 cases 
of panli}'*terectom} the mortaliQ was 6 6 per cent. 

When we consider the fact that fewer than 60 cases of tins 
coadtion ha^w been reported ami that thousands of bjtterec 
fn— ^ h3« been perfermed one is led to bdiese that the con- 
dition Is not at all as common as we mi^t suppose Tta 
when we consider that a complete faj'stereclomj i» near!) three 
25 dangeroTS as the scp^^-agmal, a the absence of a 
o-rncal 1 ^^ tha* we might call a p^ecancerous conditioa, we 
fed jestipeJ la dbrng- tite istoerop e zzt xa n . fiiweter wearier 



MALIGNANT DISEASE AFTER HYSTERECTOMY 


777 


24 Schenk Arcb f Gyoak^vol liu Table a, 18 

25 Lempe Surg « Gyn., and Obst , vd zvi,p IM 

26 Richelot Bull de 1 acad de Med de Par , 1^05, p 222 

27 Hartmann Bull etMem delaSoc deOur dePar, 1S97 

28 Murtiy Quoted by Ricbelot (20) 

29 Le DenCu Quoted by Rjchelot (20) 

30 Fean Quoted by Riebelot (20) 

31 Chnstopber Martin CentraJU { G)nak,l902, p 103 

32 Von Hacker Quoted by Savor (21) 

33 Pawlik Quoted by Savor (21) 

34 BaUgne La Gynec , l^H.p S22 

35 Condamin Soc du Chir de Lyon, 1900, p 40 

36 Eruaen and Hammond Bnt Gynec.Jonr (?), 1905, p 66 

37 Cullen blyoma of tbe Uterus 1909, U B Saunders Co , ol Philadelphia 

38 Kelly Op Gyn , 1906, vol h, p 265 



776 


T\XSli:\ J WOOLSTON 


each had 1 case Le Dentu“ npoils 2 cases and Pean” nanj 
more 

Chnstopher llartm*^ is reported to fcaie had 7 cases, and 
Lad*nski** «tates that he has seen 3 cases m addition to the one 
noted pre\nousl} 

Sai or“ gpeahs of the case seen In \ on Hacker ” and Olds- 
hausen” referred to one noted bj Pawlik,** 

Batigne Condamm ** and Kru«en and Hanmoad” h3« 
reported cases and Cemer* states that Baldwin has had o 
cases CtiDen*' and Kelli ** also mention this condition. 

Snbse^ent Coarse — The patient made an nnei'entful re- 
coierv and left the hospital m good condition, ^he ha» no* 
been 'eoi «ince Lnfortticatelj the patients who are operated 
at the Countj HoTntal do not consider it worth while to r^xirt 
back to the hoTiital or the surgeon unless there is sojec reenr 
resce of the trouble It is onh octasionalh that a paheat 
returns to report a faicrable result 
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A SHOW CLINICS PRESENTATION OF FIVE CASES 

Si nmuy Case I External urethtotomy — a few pomts tn technic— how to locate 
openuig o! urethra into bladder 

Case n Fracture of both bones of left forearm — fixation by Lane plate. 

Case in Fracture of pelvis — non interfereace 
Case IV Fracture of tibia — reduction by open operation 
Case V, Splenectomy for pernicious anemia — diagnosis — preparatory trans* 
fusions, histone shetch, indication and contra indications for splenectomy 

EXTERJfAL URETHROTOMY 

Oos first patient this monuQg is forty-eight years of age, a 
clerk by occupation, and was admitted to the hospital Apnl 19, 
1918, on account of retention of unne 

He gives a history of an attack of gonorrhea twenty years ago 
About fifteen years ago there was retention of unne, which was 
treated by passmg of sounds and a metal catheter Following 
this there has been more or less difficulty in urmation, it bemg 
slow, dribbling, and painful, resultmg finally m this attack of 
retention This retention was reheved for the time bemg and the 
patient given urotropm (5 grams q i d ) 

Upon exammation with sounds there was found to be an 
impassable stneture of the deep urethra You all know the m- 
dications for cTtema! urethrotomy — stnetures of the deep urethra, 
which are dense and unyielding, impassable stneture, and stne- 
ture complicated by extravasation of unne, penneal abscess, 
fistula, attacks of retention, chrome cj’stitis, which can only be 
relieved b) penneal section and drainage 

The patient havmg been prepared m the usual manner, I 
performed an external urethrotomy on him yesterday. There is 
nothing new that I can tell you regardmg the opcratmiv hut a- 
pomt or two might be emphasised which simplifies the operation 
a httle 
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the plate in line, and a\ oid buckling or tilting of the edges of the 
plate This ^ound healed prunari^ the plate remains tn silu 
and the patient is now using the aim %\ithout discomfort 
I w ant to call j our attention espeaallj to this patient He is 
of great surgical interest to us when I tell you that previous to 
his coming here he has taken an anesthetic on fort> sev en different 



hig 258 !,(, 239 

Tigs 2^8 and 231 —I ractur< of bolh bones ot the lofeann—open reduction and 
mlcmal rualinn t th Lane plate 


occasions for plistic work upon his nose He sajs that his 
nose w is (icstrovccl b> lupus vulgans ami when he was about 
eighteen V lars of jgc he began his senes of operations to improv c 
the deformitv In ihn be has been unfortunate as jou can see 
from ihi nianv 'i irs uj^m his arms and bodj and jet the opera 
tions have failid to provide him wuh a nose He tells me that 
this work h-i-^ Inin done bv min who-e names jou all know if 
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First when the urethra is opened upon the sound or gnxrved 
staff pichupeithersideoftheurethrawithafinesuture drawing 
each to one side with the staff withdrawn partly and turned out 
of the penneal wound the apex of the triangle is the point at 
which the opening of the urethra into the bladder should be 
Attention to this point will frequently sa% e a great deal of tune 
and a%’oidance of making false attempts to enter the bladder 
Agam after the introduction of the catheter mto the bladder I 
am in the habit of tacking it with one small penneal suture tied 
in a bow knot merely to avoid its expulsion during the first few 
days 

Durmg my mtem days it was necessary for me one mght to 
replace a catheter m the bladder of a patient operated upon that 
day where no provision was made to retam the catheter and the 
memoiy of the erpenence has always remained with me 
The patient is quite comfortable the bladder may be imgated 
for the present cystitis and after a few days the catheter will be 
withdrawn In the after treatment it is well to ha\ e these patients 
report each month for a short tune and pass a sound 

FRACTURE OF BOTH BONES OP LEFT FOREARM 
This patient is forty two years of age an artist by occupation 
and was admitted to Mercy Hospital with a history of having 
been struck across the left forearm with a piece of gas-pipe while 
engaged in a fight The forearm was slightly swollen and upon 
motion pain was severe and crepitus obtamed 

The X ray plate shows that the mjury produced a fracture of 
radius and ulna about the junction of the middle and lower thirds 
(Fig 258) The following day an attempt was made to reduce 
the fracture and a cast applied ^VhiJe the position was ap- 
parently good the X ray plate showed that there was overlapping 
of the fractured ends of the bones Alarch 12th an operation 
was performed and a plate with four screws apphed to the radius 
The result IS as you see (Fig 259) practically a perfect apposition 
of the ends of the radius and the position of the ulna is \ ery good 
without applying a plate to it Just a word about applying 
plates in bone work Try to dnve the saews straight teepng 
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no urgent necessilj for an> surgical operation The follomng 
day the urine sho^\ ed a slight amount of blood and there as also 
occult blood in the feces The pulse nas 100 and the temperature 
101® F During the next two dajs the pulse and temperature 
returned to normal 

From the X ray plate which was made shortl> after admission 
to the hospital you can see the injury produced to the pelvic 
bones (Fig 260) There is a fracture of the ascending ramus of 
the ischium of the left side and alsO a slight separation of the 
ilium from ischium of the same side 

I show jQu this case not for what we did but more for what 
we did not do Primanly the case was referred to me for opera 
tion for a supposed rupture of the bladder with extrav asation of 
urine but her condition was such that I considered waiting the 
best treatment Today eighteen days following the injury the 
child IS able to walk perfectly there are no signs of anv sv\ ellings 
and both urine and feces are normal 

FRACTURE OF TIBIA 

This woman is forty three years of age and gives us the fol 
lowing history Fiveyeirs ago «he had rheumatism which she 
says principally involved her left knee joint This was treated 
by extension and the application of a cast \nkylosis of the 
knee joint was the result 

November I9l7 an operation was performed to relieve the 
ankylosis and by March2 1918 the patient states shewasable 
to ^vn^e About with the aid of one crutch On this date she 
slipped and fell protlucmg in injury to the limb below the knee 
joint She was rcmovcil to a hospital where onMarchO 1918 a 
postenor moidcil '•plint WAS applied to the limb April 2 1918 
the patient wa'> admittc<l to in> service m Mercy Hospital 
I alicnt Motes ihol she was toW to go about on crutches but 
w AS unable to »lo 'O aiu! hence she changed hospitals I do not 
circ to sn miuh regarding this case except that upon examina 
lion wi tmd that the knee joint is ankvloscd and thc»c vs m 
oblique (rartun. { thi ht ad of the tibia from 1 to 2 J inches below 
the artuular surficc with a backward displacement of the lower 
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I should mention them and I as«ure ^ ou that the failures haA e not 
been due to aii\ lack of skill or abiht% on their part 

FRACIUBE OF PELVIS 

This httle gnl u «« \ears of age ^he was referred to 
for operation about tv!-ent\ four hours after receimg an injur\ 
from being run o\er b\ an automobile One wheel of the auto- 



260 — Rad-omm bo»in fn lurr a-cro < ne rvnu of isch um aid partiaJ 
<«pa73t)OD of Khnuo from luma 1^ &chuQ(lro~ s 

mobile pa„ed oser her bod\ from aboxe the crest of the ilium 
on the nght side to her left thigh Following the injuiw the 
child \oimted and there was blood in the unne and aLo in 
the 'took ^\'hen she w^s admitted to Mirn Ho pital there 
TOS a swelling abo\e the pubei> and to the nght side which 
was quite painful to the touch The genera! condition of the 
.jras good There was no shocL and I decided there was 
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April 9 1918 an open operation was made and the fractured 
ends of the tibia were brought mto apposition by the apphcation 
of a plate It is now nearly four weeks since the operation the 
wound healed nicely and the plate remams We will allow the 
patient about six weeks from the time of operation before begin 
nmg to use the hmb 

SPLENECTOMY FOR PERNIOOUS ANEMIA 
I am very much pleased to present this lady to you this 
morning We are mdebted to my brother Dr J J Moorhead 
who 13 assoaated with me for this case Some of you may 
remember her she was shown at the dime m January Briefly 
the history is She is forty nme years of age Her illness began 
two years ago At first it was noticed that she became tued very 
easily would get out of breath have palpitation of the heart 
upon the least exertion and that she was gradually growmgpaler 
FoUowmg this the digestive organs became disturbed and there 
was loss of appetite some nausea and vomiting Notwith 
standmg the fact that she received treatment of vanous kmds 
her condition gradually grew worse Last year she resided m 
the South for about six months and thought that she received 
some benefit from it However upon her return to this city 
her condition became bad agam At the tune of her entrance to 
Mercy Hospital January 15 1918 the blood picture was Leuko 
cj-tes 5100 Erythrocytes 1 176000 Hemoglobin 40percent 
Differential 

Poikilocytes 19 Microrytes 20 

hlegalocj'tes 28 Normal 33 

JlegakAlasts occasional 

The patient was extremely pale She had lost considerable 
weight The spleen was easily felt She was given sodium ca 
codylate and a highly nutritious diet in the hope of produemg 
some improvement 

On February 24 1918 she was transfused 800 c c of blood by 
the atrate method The blood count then showed Leukocytes 
5100 Frythrocytes 1948 200 

On March 4 1918 she was agam transfused 800 c c. of blood 

>ou »— 50 
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fragment and no bon\ union Of course j ou can quite readili 
understand that a^^ attempt at motion made a fal:,e joint at the 
site of fracture 



The X ra^ pbtea show \er> deaih the position of the £rac 
tuirf bone (Figs 261 and 260; 
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SURGICAL TREATMENT OF NEEDLES IN THE HAND 

Summary Su cases illustrating tbe tcclin c «f removal of needles from tlie hand 

necessity of x ray plates advantages of removal under duoroscopic screen 

The removal of broken needles from tissues is one of the most 
difBcult of surgical procedures due first, to tbe inability to pal 
pate them, second, to the danger to adjacent tissues of searctog 
for them irith a cutting mstrumeot, and third to the inability 
to see them until they have been dissected out The fluoroscope 
IS of great assistance in sudi cases and is a great improvement 
over the tune^coosuming extensive, and too often fruitless dis 
section A summary of 72 cases at Bellevue Hospital of needles 
in the hands and feet may serve as an illustration of the difficulty 
of removal by dissection for in 53 per cent of tbe cases the needle 
could not be located at the first operation Of the 53 per cent , 
13 per cent were re operated 24 per cent of the needles bemg 
removed at the second operation 10 per cent Here operated 
tmee without success S per cent of tbe needles were discovered 
at the third trial and one patient was operated fi\ e times before 
the needle was found 

Slanj localizers haie been adiocated some being accurate, 
but \ery elaborate requiring special apparatus Bulkley* shows 
the advantages of the microphone in removing needles The 
profondometer method as described by Flint,* has proved satis 
factor) m the trunk This consists of localizing a foreign body 
m two planes and of marking the points on a malleable rui" 
fitted to the bodj and then of comparing a traemg from it with 
a cross section of the body at this le\el Bacse s* method while 
requtnng <pcaal apparatus is one of the quickest and most 
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by the citrate method The blood-count then showed Leuko- 
<ytes, 5300 Eiythrocytes, 2^,000 

JIarch 13, 1918, the spleen was remo\ed The patient re- 
acted mcely from the operation and her convalescence was un 
e^entful 

March 21, 1918, the blood count was Leukocjies 7200 
Erythrocjvtes, 2,664000 Hemoglobin 60 per cent. 

The patient left the hospital on Afarch 28th, and she now 
returns to tell us how well she feels From general appearances, 
we will all agree with her as to the great improienrent m her 
condibon She states that she has not felt so well m J'ears, is 
able to work about the house, walk considerable distance without 
becoming tired, has a good appetite, and hag gamed 30 pounds m 
weight The blood count now la Leukocytes, 6400 Erythro- 
cjlcs, 4,100 000 Hemoglobin, 70 per cent 

The Spleen was about half again as large as normal and showed 
evidence of chronic splenitis 

Splenectomy, if we can belie\e medical history, is not a new 
operation, but was done for \anous causes by the ascents 
Is 1581 Viard remosed a spleen prolapsed through a wound 
hlatthias, in 1678, remo\ed a spleen for the same cause Quit 
tenbaum uil826 and Rudder mlSao each remo\ed an enlarged 
spleen, both cases dying within a few hours from hemorrhage 
Spencer 4\ells rcmoied a hypertrophic spleen m 1865, the 
patient dying withm sm days of either thrombosis or sepsis 
Pean, m 1867 successfully remo\ed a cystic spleen 

Splenectomy is mdicated m certam cases of splenomegaly 
accompamed by hemolytic anemia and acholunc jaundice, m 
Bantis disease beforethestageof hepatic orthosis, in splenomeg 
aly of the Gaucher tvpe, in certain cases of pemiaous anemia 
associated with chronic splemtis, in some cases of hypertrophied 
spleen on account of danger of rupture or pressure on other organs, 
and in malarial hypertrophy with twisted pedide 

The contraindications are leukemia, crythemia, when ad 
hesions are extensile, and in such general diseases as syphilis 
and tuberculosis In the collected statistics of splenectomy for 
all causes the mortality is about 22 per cent 
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Howe\ er if the needle is not found after a prehmmarj short 
trial the fiuoroscope should be used 

The field of operation is covered with a sterile towel over 
which the fluoroscope is placed The operator must work below 
the screen introducing a small pomted hemostat to determme 
the position of the needle If it is not possible to grasp the needle 
with the hemostat thehandisplaradatnghtangles the hemostat 



r g 263 The b okcn needle s )y Dg o er Ihe lower end of the rad us and ulna 
Case I) 


wathdrawm and reintroduced in the proper plane after which the 

needle i-. carcfull> withdrawn Instead of turning the hand in 
order to determine whether the hemostat is near the needle the 
roentgen tube ma) be mo\ed In case blunt dissection is un 
dcsir-il Ic one or more needles ma> be inserted m contact with 
the foreign bcxl> and used as a gui Ic to dis'ect down to it 

Ml M.th iiTOllca in the tissnet should be operated d 

seen carh II thi mcdle has been m the tissues some time and 
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accuiate In his method the anticathode of the tube and the 
fluoroscope are placed at opposite sides on a re\ ohmg apparatus, 
the foreign object is locahzed at the center, and since the length 
of the radius of this apparatus is known, the depth of the forogn 
bodj Is found immediatelj bj measuring to the surface of the 
bod} , and subtracting it trom the length of the radius Bettman* 
has adopted a small fiuorosoiptc streen, to be attached to the 
head of the operator and to be raised or lowered as necessai} 
Knos* enumerates the dangers to the patients and the operator 
of too long or frequent exposure in usmg the fluoroscope at opoa 
tion He recommends the co-c^ieratiDn of the radiologut in the 
removal or the possible relocahzation of the foreign bod} 

The use of the ordmarj horizontal couch with the Roentgen 
tube under it is \ er} satisfactory for remomg needles from the 
hand This is true because needles or similar foreign bodies m 
the extremities may be remo\ ed after the prelnninat} inosion by 
blunt dissection under guidance of the fluoroscope In other 
regions important structures cannot be avoided so easD}, and 
blunt disse^on for obtammg a grasp of the foreign bod} becomes 
impossible 

With the use of the fluoroscope secTral advantages are ob- 
tained First, a local anesthetic ma} be used, second a con 
stnetor to control oozmg is mmecessaj}, and, last]} and most 
important, the needle ma} be found through a small inasioa at 
the first attempt and m a short tune, thus lessening the dangere of 
mjui} and infection. 

Techmc — For remov’al of needles horn the hand the patiait 
IS placed on a table at one side of the Roentgen coudi with the 
hand upon the couch. It is arranged with the usual stenJe 
towels, with the hand prepared for operation A prelunmaT} 
mcbion IS made over the site least Bkely to injure important 
structures m the approach, and a careful dissection is made down 
to the approximate posiPon of the needle as previousl} deter 
mined b} Roentgai plates takm m two or more planes (Figs 263 
and 264) or by fluoroscop} Smee a careful dissection may im 
medutely reveal the needle in the position shown, it will be un 
necessary in man} cases to use the fluoroscope at operation 
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incision Mas made the point seized, and the needle promptly 
removed 

Case III — J C, female, aged twenty two Patient ran 
broken needle m hand two days prevnouslj Roentgenogram 
re\ealed broken needle m palm of hand near base of middle 
finger Needle remo\ed under local anesthesia bj dissection 
without aid of fluoroscopc 



1 IR lb' RomiKcnoKram laVcn forfraclure of radius reveals a broken needle 
«hichha»bccninlhehand6fleen>far» st presenl causinj; no sjmploms Needle 


( vv-r I\ t» (j female Two weeks prcMous nn needle 
m hist of pilm Roentgenogram rcaealcd needle deep m 
thtn ir imintncc Nicdlercmo\ed after tedious dissection with 
out fluoro'rojK under general anesthesia 

( \sF \ Mrs IJ Patient broke needle m right wrist one 
wetk prcMous Was operatctl elsewhere under local anesthesia 
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ISC2U mg no chronic dL charge tofedion pam or of fiJicbon 
It maj be allowed to remain («ee Case A7) 

In illustration of what I ha\e just said I present a short 
abstract 6 ca,es I have recailh «eea 

C^E I — F D female aged fom Patient brohe a needle 
offmbernghtwn-tthedax before examination Roenlgenogmir 
(Fig 263) reieala broLen needle h-mgo\erradiU3 and ulna Re- 
mo^ed quickh b^ blunt di- section under fluoro'cope after p'e- 
liminarN incuion under local anesthesia 



y 9 — The xicv<Le wedrrd la ihe dpcx of die cr 



metacarpal pace Case II 


Cai=E n ■ — K A female aged fort% nine Four months 
p^e^^ou.h patient ran neeille m hand and had little dneomfort 
untD recentlt when ®he found pain e\ere on U-ing hand 
Roentgenogram (Fig ’M) hown broLen needle m the %er\ apex 
of the tir«t metacarpal space With local ane-thesia an attempt 
^ras made to remoi e it under the fluoroscope b^ trvmg to grasp 
the broken end through a palmar mosioa This end was wedged 
between the bones and could not be grasped Therefore a dorsal 
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inasion v,as made, the point seized, and the needle promptly 
remov ed 

Case III— J C female, aged twenty two Patient ran 
broken needle in hand two da>-s pre\nousl> Roentgenogram 
reiealed broken needle m palm of hand ne^^ base of middle 
finger Needle iemo%ed under local anesthesia bj dissection 
without aid of fluoroscope 



which ha5 lictn in ihe hand >»iTS at present causum no sjrntiloma Needle 
not remoted 


( \M I\ (i (» female Two weeks prctious ran needle 
in biM of pilm Roentgenogram rctealcti needle deep m 
thenar ttnininit NtciHc rcmo\cd after tedious di>scction with 
out fluorti'iiipi under gcneril anesthesia 

( \si \ Mrs II Patient broke ncetllc m right wrist one 
wrtk priMOU- Was opcratctl elsewhere under local anesthesia 
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two daj-s before entrance with failure to find needle b> dis 
section Roentgenogram mealed needle l}mg antenor to radius 
and ulna in wrist 'Needle remo\ed from among deep tendons 
m wnst after long tedious dissection without aid of fluoroscope 

Case N’T — Nf C female aged fift% Three months ago 
patient fell and broLe wnst She complamed of loss of function 
since Roentgenogram (Fig 26 j) resealed broken needle m 
palm of hand Patient states she stuck a needle in base of hand 
fifteen j ears ago but did not know it broke off there Following 
this she had se\ ere pain in her hand and was unable to use it for 
about eight montha smee which tune she has had no sjTiiptoins 
from the needle It was not tcmo\ed 

These cases, show clearlj the necessit% of good Roentgen raj 
work in this branch of surgerj and e«peciall> emphasize the 
important place which should be giren to the fluoroscope 
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ISOLATED AND COMPLETE DISLOCATION OF THE FIFTH 
CARPOMETACARPAL JOINT OPEN OPERATION 

S n nary Ranty of uncomplicated dislocation of fifth metacarpal technic of 
reduct on by open operation result after three rteels 

In a. careful review oi the literature I Vla^e been able to fintl 
no recxird of a dislocation ol the filth carpometacarpal jomt un 
accompanied by other dislocations However dislocations of 
the first carpometacarpal joint are of quite common occurrence 
without or With a fracture tlixough the base (Bennet s fracture) 
This IS largel> explained by the exposed position of the first 
metacarpal to direct or indirect trauma cspenally in striking 
the thumb knuckle with the hand clinched and also by the dif 
ference in the tj-pe of articulation The first joint is saddle 
shaped with a capsular ligament having considerable motion and 
consequently more liable to be dislocated than the last four joints 
which are arthrolialm type with very limited motion and bound 
together with strong dorsal palmar and inttrosseus ligaments 
Burk* was able to collect only 24 mstances of single ormultiple 
dislocations of the carpometacarpals with exception of the thumb 
and repotted 1 case He found that 40 of these metacarpal 
dislocations were dorsal and '’0 anterior The fifth metacarpus 
was dislocated se\en tunes dorsallv completely in all cases 
anteriorly li%c times three times completely While isolated 
d slocations of all of the other metacarpals were reported the 
tifth was associated always with other dislocations 411 meti 
car[)als were dislocated m 3 cases the last four m 5 ca es the 
list two in 4 Casts In one case the fifth metacarpus was dis 
locutd intenorh wink the other mctacarpals were dislocated 
di iNal!) 

One cast is reported by Poulain and Poulam’ of dorsal sub 
luxation of the fifih metacarpus associated with dislocations of 
tiicsttond thiKl and fourth Jf/wJj j-we corre ciif inferior 

dislocation of ihc tilth metacarpus assoaaled with a subluxation 

9 } 
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two da^■s before entrance with failure to find needle b\ dis 
•'ection Roentgenogram re\ealed needle Ijmg anterior to radius 
and ulna in wrist Needle ^emo^ed from among deep tendons 
m wnst after long tedious dissection without aid of fluoroscope 

Case — M C female aged fift\ Three months ago 

patient fell and broke wnst She complained of loss of function 
Since Roentgenogram (Fig ">60) resealed broken needle m 
palm of hand Patient states she stuck a needle m base of hand 
fifteen \ ears ago but did not know it broke off there Following 
this she had sc\ ere pam m her hand and w as unable to use it for 
about eight month since which lime she has had no ssTnptoms 
from the needle It was not remoxed 

These cases show cleaih the necessitx of good Roentgen rax 
work in this branch of «urgen and e«peci3Ux emphasize the 
important place which should be gixen to the fluorosCope 
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ISOLATED AND COMPLETE DISLOCATION OF THE FIFTH 
CARPOMETACARPAL JOINT- OPEN OPERATION 

Si n ( lary Ranty of uncomphcated dislocatioo of fifth metacarpal techwc of 
reduct on by open operation result after three uceks 

W a careful review of the literature I have been able to find 
no record of a dislocation of the fifth carpometacarpal joint un 
accompaiued bj other dislocations However, dislocations of 
the first carpometacarpal joint are of quite common occurrence 
without or with a fracture through the base (Bcnnet s fracture) 
This IS largelj explamcd bj the exposed position of the first 
metacarpal to direct or indirect trauma, especiallj m stnkmg 
the thumb knuckle w ith the hand clinched and also bj the dif 
fercnce in the tvpe of articulation The first joint is saddle 
shaped with a capsular ligament having considerable motion and 
conscqucntlj more liable to be dislocated than the last four joints 
which are arthrodial in t>T>e withver) limited motion and bound 
together with strong dorsal palmar and interosscus hgaments 

Burk‘wasabk to collect onlj 24 instances of single or multiple 
dislocations of the c irpometacarpals, w ith exception of the thumb 
and rtported 1 He found that 40 of these metacarpal 

dislocitions were dorsal and 20 anterior The fifth metacarpus 
was diblocited seven times dorsxllv completcl} in all cases 
antenorh live time-, three times complete!) While isolated 
dislocations of ill ‘»l the other nictacarpals were reported the 
fifth was Tss cnltd ah\a)s with other dislocations \11 meta- 
carpils were lii'l w itiil in 3 casts the last four m S cases the 
list two in 4 I I'l- In one case the fifth metacarpus was dis 
locitisi intern rh while the other mclacaipals were dislocated 
dor-alh 

ont I IH 1 rcpnrtwl b> Pouhm and roubm* of dorsal sub 
luxation < f tin ufih metacarpus assoaated with thslocations of 

thesecomi third amUourth Lop» reporU one case of anterior 
dislocition < I the i.fth metacarpus assoaated vtith a subluxation 
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of the metacarpophalangeal joint and a se\ere hmphangitis 
presentmg earh reduction He operated after tnehe da^-s 
obtaining a good functional result The reduction of disloca 
tions of the last four metacarpat i» reported to be simple b\ er 
tension and pre«aure if seen earh In old cases reduction is 
impossible * 

This patient a \oung man aged tnentj three entered the 
Presbi-tenan Ho pita! Apnl 27 1918 and was discharged Ma\ 



Fig 266 — Complete I'Olalrd anten^alrratd sloeal oaof f»°« of bflfi meUcaipa? 

6 1918 Two neeks before entering the hospital he fell on his 
ri^ht hand mth the fifth tangcr cTtended and struck the side of 
the hand oser the metacarpus The pam ivas 'escre the hand 
became \ers swollen and there was complete lo s of function 
The finders were in a fi.\ed senuflexed position The roentgeno 
gram (Fig 266) re\ ealed the fifth metacarpus dislocated so that 
the base was antenor to the tiurd The shadow of the process 
of the os hamatum e'ctended toward the shaft and might easl]^ 
ha%e been confused with a fracture with separation of a part 
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of the base The prominence of the fifth metacarpus could not 
be definitely palpated because of the swelling of the palm 

Operauon (Apnl 30, 1918) Ether anesthesia An attempt 
at reduction of the dislocation was made without an operation. 
The middle of the palm was placed longitudinally on the edge of a 



1 IE 207 — \ttcr operation — satisfattorj reduction The shadow of the 
hamulus process extends across the joint 'MaiLed functional recovery m three 
necks 

triangular block .ind cxUnsion of the little fingcrwas madewith 
pressure of the block against the displaced base of the fifth 
nulacarpuv The bone was immtnable and an open operation 
was nciessari ^n.mckivan.'j.as.wM.dc.kKv^'MdcjtswTriCiHVitViaTid 
over t!u uvual location of the shaft and base of the fifth meta 
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carpus The base and shaft were found as 'hown m the roent 
gcnogram antenorh displaced and m the middle of the palm 
o\ Pr the third metacarpal bone Ihe displaced bone nas firml\ 
surrounded b) edematous muscle and dcn.e tissue The ba-e 
was firm]) fixed and resisted an attempt to pull it out with a 
hook around the ‘■haft I then passed the hookdirectb around 
the ba^e pulled the bone free and placed it in a normal position 
The ba, e of the fifth mctacarpti^ was absoluteh bare of aai 
ligament or tendon attachment The extensor and flexor carpi 
ulnaris had been tom ana\ with the jomt ligaments and aho 
«ome of the muscles attached to the “haft \ catgut suture was 
tied around the base attached to the tom ligaments present on the 
os hamalum and to the tom ettensor carpi u3nan» tendon \ 
roll of gauze was placed longitudinaUv m the palm to present a 
tendena to displacement MoIded«pbnUextendmgtotbeeIbow 
«ercputonantenorl> anddoisalK with the fingers straight and 
a tongue depre* or sphot was placed on the medial side of the 
hand bndgmg o\ cr the base of the metacarpal to prex ent pres 
sure upon it from the roller bandage 

The roentgenogram (Fig ’(») taken after operation re\eal» 
a normal positron of the bones One week later the wound was 
healed and the splmts shortened to allow we of fingen At 
the end of two weeks dail> massage was gi'en and m three 
weeks as ) 0 U «ec there is good function 
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PYELONEPHRITIS 

Summary Routes of mfectio»— naporlance of lymphatic ttansnuss on bematog 
enous lofeelion th« ascending totia orftenc loute predisposing causes— 
causal organisms — colon bauQus id $S per cent ofaUcases the three cardinal 
symptoms—chills and fever pain in the baeV painful frcQuent urination 
d agnosis— necessity of careful differenljalion — twenty one errors in a senes 
of 90 patients trith proved pyelonephnt a entering the Cook County Hosp tal 
m 1917, illustrative eases treatineiit— relation to the bacter ©logic diagnosis— 
the value of irngatioa of the renal pelvis 

The unsettled state ol the question of renal infections has led 
to coasidetable eitpenniental and cluucal m\e3tigation, the re 
suits of ivhich thus far have tended to make the confusion more 
pronounced than ever 

This is espeaally true of the routes of transmission Until 
recently it was thought that all renal mfection was transmitted 
directly from the bladder by way of the lumen of the ureter 
This idea was finally discarded, smee it 'nas thought impossible 
for bactena to travel agamst gravity and the unnary current, 
this method of infection being po»ible only in the presence of 
obstruction to the emptying of the bladder, or mechanical or 
inflammatory narrowing of the ureter, either condition causing 
the accumulation of uruie in the kidney pelvTS Draper and 
Braasch failed to produce ascending mfections unless a high 
mtravesical pressure was mamtained over a considerable tune, 
while Caulk suggests that there must be an mcompetent uretero 
vesical valve assoaated with mcreased vesical pressure before 
mfccUon can possiblj occur by way of the lumen of the ureter 
How are the many instances of so called ascending unnary 
mfection to be explained, since the usual duect route is no longer 
considered a possibility in the ordmary case’ 

A vast amount of work has been done on the extension of 
vesical tuberculosis to the kidncj-s bj way of the lymphatics, 
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and more recently this path has been emphasized as being a pos- 
sible route of non tuberculous mfection by Sweet and Stewart, 
Eisendrath, and others It has been found that there is an m 
direct tymphalic connection between the bladder and the renal 
pelMs, and a similar indirect connection between the pehis and 
the \'anous divisions of the renal parenchyma Sigimuia found 
the lower part of the ureters constantly mvolved in a senes cf 
cases of acute cystitis This he considers due to lymphatic 
transmission, as the mucous membrane showed only shght m 
voh ement, while the lymph-diannels and adv entitia were mark 
edJy mvolved Francke has demonstrated a direct Ijinphatic 
connection between the ngbt kidney capsule and the ascending 
colon Attention has been directed toward tbe anastomoses of 
the Ij-mphatics of the female getutaha with those of the bladder 
and ureters which may explam tbe many instances of vesical and 
renal mfection foUowmg pelvic operations This finding also 
serves to explain tbe numerous infections dunng pregnancy and 
the puerpenum as well as tbe many renal infections ifl joung 
girls, since 50 pec cent of infant girls ezanuned give a positive 
colon bacillus culture from the vagua on the <econd day after 
birth. 

Sweet and Stewart concluded that the extension of infection 
occurs along the l^mphaticsof tbe ureteral wall This contenbon 
IS based upon experimental work m which uretero-mtestinal 
anastomoses were made with a amstant production of renal m 
fection- Eisendrath has been able to trace the course of infecbon 
from the bladder to the kidneys through the lymphatics of the 
ureteral wall This was done by making serial sections of the 
ureters and kidnej’s These infections were produced by m 
tra vesical inoculation of vanons pyogenic micro-orgamsms into 
dogs with previously stenle unnes As the cultures of the blood 
taken just before death were fonnd sterile he concluded that the 
ureteral lymphabcs transmitted the infection and suggests that 
, ;,Tnii3r Jymphabc connecUmi may cany infecbon from the pros- 
tate and seminal vesicles in the male and from the pelvic organs 
of the female to the kidneys without obstnicbon to the urethra 
or ureter and with an mtact ureterovesical valve 
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The theory that renal infectton for the most part is blood borne 
has been made a prominent one by the work of Cabot and Crab 
tree They pomt out that sudi insoluble substances as fat and 
cmnabar pass through health) kidneys, and direct attention to 
the work of Biedl and Kraus who found that colon and anthrax 
bacilli as well as staphylococa can pass through a normal kidney 
without the production of lesions It has been claimed that 10 
per cent of all pulmonary tuberculous patients pass tubercle 
bacilh m the unne e\en in the presence of apparently normal 
kidneys These pjogenic o^anisms however are capable of 
produang marked roial lesions under proper conditions The 
se\enty of the lesion produced depends upon the type and 
virulence of the bacteria together with the local condition of the 
kidney and the general resistance of the mdivudual Cabot and 
Crabtree obtained colon baolU from blood-cultures m 40 pec 
cent of their patients suflenng from acute pyelonephritis They 
ate instances where positive blood cultures were obtained before 
the organisms were found in the unne These studies were made 
on prostatics with indwelling catheters so that an opportunity 
was presented to study patients from the very onset of mfectioa 
There is much erpenmental and duucal evidence now at hand 
to substantiate their contention that cortical abscesses, capsuhtis, 
capsule abscess, multiple septic u^aicts, pennephiitic abscesses 
are produced by coccus mfections for the most part while the 
colon group of organisms tend to mfect the pelvis and adjacent 
collecting tubules The baoUary infections cause se\erc dis 
turbance of renal function and often early marked prostration of 
the patient but rarely require surgical mtervention while the 
coccus infections although not usuall) causing marked early dis- 
tress and decrease of renal function are much more liable to need 
surgical IrcaUncnt some time during the course ol the infection 
This selectiv c activit) of these groups of bactena for different 
parts of the kidney tissue is apparently assoaated with their 
pus forming abilit) Those organisms uhich cause few leuko- 
cj-tes to be called out organisms of relatiicly low pathogematy, 
Tna> mm ctnrougn thekidney tissue wnthout mechanical obstruc- 
tion, while other bactena which at once produce leukocjtosis. 
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local and general, and are considaed of greater pathogema^, 
are mechanicallj obstructed and produce lesions where they first 
find lodgment This series to px pTam wb> the pus producmg 
staphylococcus causes renal paroichytnal lesions, and the less 
pj ogenic colon badllus tends to pass through the renal tissue and 
primarily mvolve the renal pelvis 

Cabot and Crabtree suggest that the chief rftle of the lym 
phatics m the transmission of renal infection is to spread the m 
fection throughout the kidney once a local hematogenous focus 
has been established Almost never is a single portion of a 
kidney involv ed m an infectious process, and then only when an 
abnormality of the kidney, sudi as double pelvis or a bIocked-o2 
portion of a single pelvis, ensts It is generally conceded that 
most renal coccal infections are blood borne, as seen following 
such condibons as furunculosis and osleomyehtis Why then 
should colon baollus infections have an entirely different route 
of transmission? These authras believe that the lymphatic 
connection between the bladder and kidneys is long and indirect, 
and suggest that most probably organisms do enter the vesical 
and ureteral lymphatics to be emptied into the blood stream and 
then produce renal infection This assertion is supported by the 
work of Thiele and Emberton, who found that organisms in 
jected intrapentoneally reach the blood-stream and are excreted 
by the kidneys, but if the thoraac duct of the laboratory animal 
be opened so that the bactena can escape no such excretion takes 
place 

The recent work of David further complicates the matter, 
as his findings support the old idea of ascending infection directly 
up the lumen of the ureter By carefully controUmg his ejpen 
ments on dogs he found that in many instances supposedly normal 
animals have cellular infiltraticai of the ureteral wall He there 
fore emphasizes the fact that a diagnosis of ascending infection 
on I till findmg alone m expenmental animals is not suffiaent 
In all his experiments Davnd made a division and ligation of the 
right ureter near the bladder, whidi was moculated with colon 
bacQli The dogs were killed by ether in from one to three 
days after the moculation Davids conclusions are as foDows 
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1 The injection of colon baalh into unobstructed non 
ttaumatized bladders is not followed by cellular exudate in the 
submucosa and musculans in most instances 

2 Baallus cohmay be isolated from theimne of unobstructed 
non traumatized bladders showing no evidence of microscopic 
infection as late as a month after its mjection into the bladder 

3 Acute high grade cystitis m nncbstsucted and obstructed 
bladders is not accompanied by blood stream infection 

4 Qstitis in unobstructed bladders is not commonly' ac 
companied by extension of the infection to the upper unnary 
tract 

5 It IS possible m an unobstructed bladder to infect the upper 
unnary tract by direct extension of the infection from the bladder 
through the lumen of the ureter 

6 Cystitis in partially obstructed bladders is very frequently 
accompanied by the presence of the organism in the ureter and 
pelvis of the kidney and this extension may tale place b> the 
lumen of the ureter or b> direct invohement of the ureter by 
contiguity or possibly by way of the pen ureteral lymphatics 
and infection cf the subpelvic tissue 

7 Evidence is presented to show that ascending Baallus 
coll infection of the upper unnary tract from the bladder trai els 
most frequently by the lumen of the ureter 

8 Fen ureteral infiltration is present only when pentoneal 
exudate of the bladder or pelvic pentoneal exudate is also present 

9 Fen ureteral or subpdnc exudate is not sj-nonjTnous with 
infection of the unnary stream 

10 In the presence of pen ureteral or subpehic infiltration 
the kidney parenchyma is negative in most cases 

Dand s conclusions are b^ed on accurate bactenologic and 
pathologic work and must bate a bearmg m some instances of 
ascending mfection from an infection m the bladder Howei er 
it IS a well known fact that m o\ei a thud of the instances of 
renal mf ecUons there is absolutely no inv oh ement of the bladder 
Clmicall) the mi oh ement of the bladder appears to be secondary 
to the renal infection in most cases This direct route of mfec 
tion b\ wai of the lumen of the ureter is most apt to occur as 
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seen bj experiment, when there is partial obstruction to the 
urinary outlet This findmg also tends to reduce the importance 
of this route of transmissKm, since a \ery small percentage of 
patients ba\ e anj such lumaiy oEistmction In a senes of renal 
infections recentlj studied I found but three instances of partial 
urethral obstruction among 116 patients 

From a careful mi estigation of all the work on the routes 
of transmis'ion of renal infection one must conclude that imder 
certain modifjmg conditions all three theones still desene 
recognition 

Infection occurs in lidnejs otherwise nonnal, but a kidnej 
already the site of disease, malposition, or maldei eloptnent is 
much more susceptible Individual constitutional disorders, 
such as furunculosis, gastro-mtestmal disturbances, tocsilhtia 
prostatitis, seminal vesiculitis, and osteomjeliUs, often pro' 
dispose to renal infection andinmanyinstaDcesnopnauiyfocus 
can be found 

The organisms most commonly found are colon bacilli and 
staph>lococa, and leas commonly the streptococcus BaoUus 
p}ocj*aneus, and others still more rarel> By far the com 
monest organism found is the colon baollus which appears m 
from 50 to 90 per cent, of all rases, while the staphylococcus 
comes second and is found in 10 to 20 per cent, of all cases these 
two organisms occurring together la not a small number of m 
fections These instances of mued infection arc supposed by 
some observers Co be prunarOy staphylococcus infections upon 
which the colon baoUus has been implanted as a secondary m 
vader There is no duucaJ or experimental evndence to support 
thi< belief In a senes of 116 paUoits I found Bacillus coh in 
pure culture m 74 per cent of the patients staphj lococa in pure 

. f . - . o- 
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mixed infections Other organisms as the streptococcus, tj-phoid 
bacillus, pjTxyaneus and diphtheroid baeflh, and leptothni, 
were found but altogether thej represent less than 5 per cent of 
all the infections 
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Side Infected — The usual report shows that the right bdney 
IS more susceptible to infection than the left according to the 
supporters of the lymph stream as the route of bactenal trans 
mission This fact is explamed by the lymphatic connection 
betn een the ascending colon and the capsule of the right kidney 
Others reason that the mcrcased mobihty of the right kidney 
renders it more susceptible to hyperemia and therefore more 
easily infected by orgamsms which are at tunes being deposited 
m It from the blood stream It has been said that all cases of 
renal infection are bilateral eicept instances of septic infarction 
or in those in which there is a pre coasting lesion or anomaly of 
one kidney Most statistical reports do not agree with the 
abo\e statement I found 587 per cent of 116 patients had 
bilateral infections and 41 3 per cent had unilateral infections 
Of the unilaterals 48 per cent were on the left side and 52 per 
cent on the tight side 

Symptomatology —While a complete understanding of the 
mode of transmission of these infections is not possible it is 
equally difTicuU to comprehend the source of such an enormous 
and varied symptomatology In typical cases there are certain 
symptoms and findings which are logically assoaated with the 
mfection There are other patients however whose symptoms 
are altogether atypical and the infection often goes on and on 
unrecognised until severe destruction of the kidney has taken 
place many patients being subjected to unnecessary surgical 
operations on a wrong diagnosis 

Three symptoms are most commonly complamed of namely 


uatienologicallj Irom the patient complammg of typical symp 
toms Some of the less common symptoms ate here mentioned 
in the order of their numeric importance as they appeared in 
an analysis of a senes of patients previously mentioned Con 
stipalion headache %omiting pam in the abdomen hematuna 
loss of weight pain m the abdomen and back mcontmence of 
unne pa n oier the bladder retention of unne pain m the neck 
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and legs Man) o£ these symptoms naturally when not as 
'oaated with others more nearb referable to the cause would 
not suggest the condition but it should alwaj3 be hept a mm/i 
that some renal infections cause sj-mptoms referable to some dis 
tant organ and therefore mismteipreted AH s)-mptom5 \’aiy 
m intensit) and t)-pe but espeoaQ) is this true of pain m the 
bad. which may be dull and bonng oyer one or both lumbar 
regions but may be acute and radiatmg along the course of the 
ureter simulatmg renal cobc. TTie acute back pains are often 
associated with more distressing abdominal pimg Good judg 
ment must often be erercised to rule out the pentoneal canty 
and Its contents as the cause of these s)-mptoms 

The temperature of the patients i» in a general way de- 
pendent upon the acuteness of the infection In all instances it 
IS of the mtenmttent type and ranges from 105“ F to noitoal 
Many severe chronic infections run a aennal temperature cod 
stantl) 

Blood Exanunaboa.— LeuhoQ-te counts of the peripheral 
blood vai) with the acuteness or chromaty of the infecbon and 
vary from 40 000 per cmm m the acute cases to nonnal counts 
m the renal chrome cases I faaye made blood-cultures on 10 
different patients at various times during their infecbon and 
have been unable to get a posibye culture Most of these cul 
tures were taken at the height of their fever curve and soon 
after a chiD 

Bladder tJnne — The colon badllus mfechons usually present 
marked bladder urine findings While the staph) lococcus in 
feebons as a rule do not cause so much bladder pus it is eyen 
considered anatomically and bactenologicaDy possible to find 
stapbylococa present m the bladder having been excreted by the 
infected kidne)3 with no demonstrable leukot^les In suspected 
cases howeyer repeated careful examinabons of ooitnfuged 
specimens from the bladder will giye roan) posibye findings 
where smgle eiammabons are negative Renal infecbon cannot 
be ruled out on the finding of a smgle nonnal bladder specamen 

Cystoscopic Findings —While a majonty of pabents suffering 
from pydoaeplmUs hst s Madder gmptoms and po«jliy e bladder 
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c:>-stoscopic findings, about one third of the bladders assoaated 
with such infection are apparently perfectly normal, and this in 
spite of the constant presence of septic unne Those with moder 
ate bladder findings predominating present a loss of normal 
luster, with hyperemia about the tngone, usually most marked 
about the ureteral orifice, from which the septic urme is coming 
A small percentage of patients present marked vesical changes 
characterized by generalized hyperemia assoaated with more or 
less edema, usually localized Bladder observation is often 
difficult due to the mucopurulent matenal present and to the 
relative intolerance of the bladder to the distending medium 
This type of bladder closely resembles those seen with tuber- 
culous mvolvement, and requires considerable local treatment 
before the prmury cause of the infection can be ascertamed by 
ureteral catheterization The bladder symptoms seem not to be 
altogether dependent upon the condition of the bladder, as many 
patients with apparently normal bladders complain equally as 
much as some with marked vesical changes, a fact explained on 
the basis of reflex pam not unlike that seen with renal pelvic 
stone with bladder symptoms 

Diagnosis —This can often be suspected on the symptoms 
but can only be absolutely made on a careful examination of the 
bladder unne, followed by ureteral catheterization with a study 
of the separate urmes microscopically and bactenologically 
Renal function tests and radto^phy together with, pyelography 
may be necessary lO dasstfymg the renal lesion 

Physical findmgs while often not present are important as 
confiimatoiy evidence but not of much importance m making 
an absolute diagnosis Palpation may ebat tenderness in the 
costovertebral angle, most marked when the penienal tissues 
arc mvolved Absence of this tenderness is of no significance 
Tenderness and enlargement of the infected kidney is sometimes 
made out and is of considerable value as additional evidence if 
It IS remembered that the compensatory change of the healthy 
kadney mcidcnt to its increased work may produce these findings 
The diagnosis under which 90 patients with prov ed pyelonephntis 
entered the Cook County Hospital in 1917 are here given 
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and legs "Man) of these ^mptoms natural^, when not as 
«oaated with others more nearl> referable to the cause would 
not suggest the condition, Imt it should alwaj-s be kept m nuad 
that some renal mfecbons cause ;^TEptoms referable to some dis- 
tant organ and, therefore msinteipieted All sympiom vaxy 
m intensity and tjpe, but espeoaDy is this true of pain in the 
back, which may be dull and bonsg o\eT one or both lumbar 
regions hut maj be acute and radiatmg along the course of the 
ureter simulating renal colic. The acute back pains are often 
assoaated with mare djstressag aidonimaJ pauis Good judg 
ment must often be exercised to rule out the pentoneal ca\at> 
and its contents as the cause of these symptoms 

Tie temperatore of the patients t> in a general way, de 
pendent upon the acuteness of the infection In all mstances it 
IS of the intermittent typo and ranges from 105® F to normal 
Afan> severe chronic infections run a sonnal temperature con 
stanUy 

Blood Ezamiaatioa.— Leukoo'te counts of the penpheral 
blood vai^ with the acuteness or chroniaty of the infection, and 
s*ai> from 40 000 per c,mm m the acute cases to normal counts 
m the renal chrome cases I h3>e made blood-cultures on lO 
different patients at i-snous times during their infection and 
haae been unable to get a positive culture Host of these cul 
tures were taken at the height of their fe\er curve and soon 
after a chill 

Bladder Unfle — The colon badllus infections usual!) present 
marked bladder unae findmgs While the staph) lococcus m 
fections as a rule do not cause so much bladder pus it is even 
considered anatomicaH) and bactenologically possible to find 
staphylococapresent in the bladder haMng been excreted by th« 
infected kidnej-s with no demonstrable leukoc)-tes In suspected 
cases, howeier repeated careful exammations of centrifuged 
speamens from the bladdea* wdJ give man) positive findings 
where smgle exammations are negativ e Renal infection cannot 
be ruled out on the finding of a single normal bladder 'peamen 

Cystoscopic Findings.— TVMe a majority of patients suffenng 
from p) elonephntis have bladder symptoms and positive bladder 
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cystoscopic findings, about one third of the bladders associated 
with such infection are apparently perfectly normal, and this m 
spite of the constant presence of septic urme Those with moder 
ate bladder findings predominating present a loss of normal 
luster with hyperemia about the tngone, usually most marked 
about the ureteral onfice, from which the septic urme is coming 
A small percentage of patients present marked vesical changes 
characterized by generalized hyperemia associated with more or 
less edema, usually localized Bladder observation is often 
difficult due to the mucopurulent material present and to the 
relati\e intolerance of the bladder to the distending medium 
This type o! bladder closely resembles those seen with tuber- 
culous involvement, and requires considerable local treatment 
before the pnmary cause of the infection can be ascertamed by 
ureteral catheterization The bladder symptoms seem not to be 
altogether dependent upon the condition of the bladder, as many 
patients with apparently normal bladders complam equally as 
much as some with marked vesical changes, a fact explained on 
the basis of refiex pam not unlike that seen with renal pelvic 
stone with bladder symptoms 

Diagnosis —This can often be suspected on the symptoms 
but can only be absolutely made on a careful examination of the 
bladder urme followed by ureteral catheterization with a study 
of the separate unnes microscopically and bactenologically 
Renal fimction tests and radiography together with pyelography 
may be necessary m classifying the renal lesion 

Physical findmgs while often not present are unportant as 
confirmatory evidence, but not of much importance in makmg 
an absolute diagnosis Palpation may ehat tenderness in the 
costovertebral angle most marked when the perirenal tissues 
are involved Absence of this tenderness is of no significance 
Tenderness and enlargement of the infected kidney is sometimes 
made out and is of considerable value as additional evidence if 
It IS remembered that the compensatory change of the healthy 
kidney inadent to its mcreased work may produce th^e findings 
The diagnosis under which 90 patients with proved pyelonephritis 
entered the Cook County Hospital in 1917 are here given 



8o6 


SASS\ CtXVXR 


Cystitis 
Pytlitis 
Renal cakclas 
Fneiimoiiia 
Salpingitis 
Typhoid fever 
Af^iendioos 
NephnOS 
Abdoeuial tmcor 

Renal tcfcereiJo'i- 

Soatica 

Qio.eeystius 

Ilezsattina 
Utense fihrads 
Acate broachitts 
frffnmta 

rapBowa of the bladder 

Sfalana 

Meeugitis 


^^*h^e these dugcoses represeal conclusions rapidly made 
the} serv e to emptusize m a ^eIy stnkiag maaner the conditions 
which rcml infections aa} simulate and from which the> must 
be distingtusbed As pre^tousl> mentioned and noted in the 
abo%'e table acute abdominal conditions axe dosel} simulated 
This fact has been made emphatic by the occasional laparotom) 
performed findin g the abdominal organs normal Some m 
nocent structure is usuallj remo^ed dunng the operation on the 
operator’s guess that it ina> be the «eat of disease After the 
operati%e rccoer) howc>er the s\-mptoins continue as before 
*^8 records of a few peivoiial obsm ations may sen e to 
strengthen this point. 

iffj ^ T ^^^nte female aged thirt} -eight de\ eloped 
verere pam in the n^t uf^ier quadrant of the abdomen two 


companied by pams m her back, ’^^le was operated at once lor 
retTCpo*ition of the uterus with no relief so four weeks later a 
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penneal repair was done The qmptoms were not influenced 
so she tried another hospital where a diagnosis oi gall bladder 
disease was made On exploration this structure was found 
normal After operative recovery she was cystoscoped and 
found to have a right sided pyelonephritis (colon bacillus) Her 
symptoms have entirely disappeared with the cure of this in 
fection 

Other instances similar to the above are numerous and only 
a few will be briefly mentioned 

E J Female aged twenty six Diagnosis hysteria Pam 
m nght lower quadrant Appendu removed— no rehef Bilat 
eral colon bacillus infection Cured 

A B Female aged thirty five Diagnosis cystocele 
Pam m nght side both upper and lower quadrants Ovary and 
tube on nght side removed two months ago with the appendix— 
no rehef Right sided colon baciUus pyelonephntis Symptoms 
subsided with improvement of the mfection 

5 0 Female aged twenty four Diagnosis salpmgitis 
Pam m lower nght abdomen Appendix removed six months 
ago with no rehef Staphylococcus mfection of the upper pole 
of the nght kidney Complete ureteral reduphcation Rehef 
of symptoms but organisms still present 

L J Female aged forty three Pam m back and hmbs 
Diagnosis sciatica Symptoms four years Cholecystectomy 
one year ago — no relief Bilateral colon bacillus pyelonephntis 
E il Female aged nineteen Pam in lower lumbar region 
for nme months Left ovarectomy nme months ago — no relief 
Left sided pyelonephntis (colon bacillus) Cured 

J R Male aged twenty seven Diagnosis kidney stone 
Pam m right lower quadrant of abdomen Appendectony one 
month ago — no rehef Right sided staphylococcus pyelone- 
phritis Complete relief of symptoms 

Treatment —The treatment of pyelonephntis consists of 
several considerations any or all of which may apply to an m 
dividual case On the other band there are many patients to 
whom some of these prmciples do not apply 

If the mfeebon is found to be due to uret^al obstruction it is 
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imperative that this obstnicbon be rehe% ed before the infection 
can be influenced Should the mfectaon producing the obstnic 
tion be ureteral this must be similarly relieved Equally as 
important as relieving local renal and bladder conditions is the 
removal of septic foa present elsewhere m the body which may 
act as distnbuting foa for organisms into the blood or lymph 
stream to be earned either directly or mdirectly to the kidney 
Hence attention must be directed toward instances of mtestmal 
stasis Teeth tonsQ prostate and seminal vesicle infection 
should be removed as well as the vanous infections of the 
uterus and its adnexa 

With the removal of these factors which deal more directly 
with the etiology of the infection there are certain other agents 
that may be applied more directly against the disease itself than 
the removal of its cause 

Unnary antiseptics are found to have an important place m 
the treatment of these infections Espeaally is this so of heza 
methylenamin r?hen given in suffiaent dosage in the presence of 
add unoe It has been shown that its antiseptic value is due to 
the formaldeh) d liberated which process takes place only in the 
presence of an aad medium Since members of the colon baallus 
group for the most part produce aad durmg their development 
it IS not necessary to further aadify this uxme However m 
the presence of staphylococcus infection the mgestion of aad 
sodium phosphate m la gram doses three times a day multiplies 
the antiseptic action of the bexamethylenamm The maximum 
of fonnaldebyd is hberated within a few hours after the adminis 
tration of hexamethylenamin hcara the practice of givmg small 
doses often repeated is not justified Overdoses of this drug 
indeed are to be avoided smee it is prone to produce renal and 
bladder irritation not only aggravating the symptoms but renal 
hematuria may readily be produced It is best to start with 10 
gram doses three times a day and within a few days inaease the 
dose to lo grains further increase depending upon the tolerance 
of the patient Certain intoteant patients are found who cannot 
taVp this drug m suffiaent dosage to be of any value To these 
salol has been gives iwtfe baaeSt 



PYELONEPHRITIS 809 

As previously mentioned the coI<m bacillus tends to produce 
acid and requires acid medium for its maximum development 
An alkalme medium while not completely inhibiting the growth 
of these organisms tends to produce adverse conditions for 
development One seems justified in producing such a reaction 
when this mfecUon is present For this purpose clinically 
sodium bicarbonate m dram doses of sodium atrate in tS gram 
doses to be mcreased until the unne is distinctly alkaline seems 
to give the desncd results 

For colon bacillus infections the giving of hexamethylenamin 
for a week altematmg with alkalme therapy for a week has 
produced the greatest therapeulic response and should be given 
a trial m all mstances 

Excepting m the very acute cases the above treatment should 
be earned out with moderate diuresis produced by the mgestion 
of large quantities of water 

The treatment by renal pelvis irrigation is still the cause of 
considerable discussion Some do not irrigate but advocate 
dramage by ureteral cathetenzation while others seem not 
content with either One cannot resist adoption of one or the 
other of these methods after watebmg patients completely reheved 
of symptoms by one imgation and bactenologically cured after 
three or four imgations 

The rehef of symptoms is not sj-uonymous with cure as pa 
tients are frequently seen leaving the hospital free from symptoms 
but with unnes positive for the infectmg organism to return 
wilhm a few months with a complete recurrence of symptoms 
and the bactenal findings of the examination It is logical 
to assume that during this symptomless penod the organisms 
though still present are inactive but any factor which appears 
tending to lower local or general resistance causes mcreased 
bacterial actuity with a recurrence of symptoms Therefore 
jn aU cases possible treatment should be contmued until the 
infection has disappeared This can be determined only by 
repeated culture It has been found that a relatively safe manner 
of determinmg this condition is to get two successive stenie 
urmes from the infected kidnej one week apart 
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The detemunation of cure in these patients is sumlar to that 
required for the cure of the earner state in tj-phoid fei er wherein 
it IS behe\ ed that two succe5si\ e negatiN e cultures from stool and 
unne is suffiaent to dedare the uldlv^dual free from tj-phoid 
baolh 

The passage of the ureteral catheter will m some mstances 
produce a marked alleiaation or complete subsidence of sjanp- 
toms Upon this finding it been ocated that the benefits 
of pehuc la\-age depend upon this factor entirely Patients whose 
sjmptoms are due to ureteral obstruction inflaminatoiy or 
otherwise ina> he relieved of symptoms b> the passage of a 
ureteral catheter This however, is not a bactenologic cure as 
I hav e had the opportumtj of examining such patients after the 
rehef of sjtnptotos and again with a recurrence of sjTnptoms, and 
found the tj-pe of bacteria the same as that producing the ongmal 
infection The dangers of forang infectious material into the 
seaetmg papQls, while anatomically possible, is highly unprob' 
able when ]av*3ge is carefull> performed 

It would seem conservative to perform lavage on all oc 
casions where drainage by vireteral catheter is mdicated, thereb) 
getting the adv-antage of the drainage and the benefioa] action of 
the medicament Although the solution does not come m con 
tact with all the infecting nucro-orgamsms its action on the in 
dammatoT^ tissues tends to mcrease local resistance For this 
purpose I per cent silvernitratebasgiven goodresults and this 
drug maj be used up to 5 per cent but there is no reason for 
using this strength Jlan^ disinfeclingdrugs ofvanousstrengths 
are used as well as plain water, which acts benefiaally m a 
mechamcal waj where suppuration is profuse 

As Bacillus coli infections are prone to occur in the pelvis of 
the kidnej and adjacent tubules whfle coccus infections tend to 
localize in the parenebj-ma the irrigation treatment should give 
the better results in the colon infections This supposition is 
supported b} chmcal facts, since it has been found impossible 
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OPERATIVE TREATMENT OF URETHRAL FISTULA 

i H ry Dcroonslralionofasuccessful teclincfor cure of urethral fst the 

iDxcrson method 

Urethral fistula have ‘\hva>s given me rather unsatisfactory 
results I have frequently m those cases where the fistula 
follows a folliculitis where the fistula is to either side of the 
frenum just back of the corona ghndis and where there is no 
infection present and where the quantity of urine that escapes 
IS verj small advised the patient not to be operated upon 
sunpl) because the discomfort from the condition has been rather 
insignificant and al o because the operative results have been 
very unsatisfactor} In my personal practice I hav e repeatedlj 
seen cases that have been operated upon where the condition 
following operation and where the discomfort have been more 
pronounced than previous to operative interference 

On account of the satisfactor> results that I hav e recently 
obtamed in a senes of cases of this type as well as m connection 
with artificial fistula produced in the course of a senes of opera 
tions for the correction of hypospadias I have thought it desir 
able to have the procedure which has not failed me in four con 
secutiv e cases reported It is so simpfe that it almost appears to 
be too small to do so but nevertheless on account of the many 
failures which I have seen m the practice of others as well as 
those in mj own practice I think that it will be worthy of doing 
on account of my satisfactory results 

It simply consists of a hnear masion (Fig 268 1) extending 
well on either side of the fistula with a circular incision around 
the fistulous opening This is done in order to dissect the skin 
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from the adherent chronic inflammatory t^sue Above and below 
the fistula the inflammatory tissue is thoroughly exased The 
fistula proper is thoroughly dissected (Fig 26S, 2 and 3), but 
only at one pomt (Fig 268, 2) is all the inflammatory tissue 
removed up to tlie urethral mucosa I wish to impress the fact 
that the issecbon must be exceptionally carefully done at 
this point so as not to enter the fistulous tract or mjure the mu 
cosa If the dissection is not perfect, mvagmation (Fig 268 5) 
cannot be earned out, because the fibrous tissue would be suf 
fiaently elastic to cause the fistulous tract to m\crt itself or go 
back into its ongmal position tf the dissection is perfect, the 
invagmabon is easily earned out and it remains inverted and the 
mverted edges remam in contact with each other without pres 
sure or sutures Tbs gives a contact of raw surfaces depending 
on the length o! the fistulous tract In two of my cases the 
fistulous tract was more than an m length Tbs gives, 
therefore, a clean surface contact of tbs length in coaptation 
Two superficial fine catgut sutures hold the pomt where the in 
version has been earned out (Fig 268 4) After that the fascia 
as well as the skin is brought together m the ordinary manner 
WTth Silk or horsehair sutures 

I have etamined the cases in the course of two to four weeks 
after the operabon with a urethroscope In two cases where 
the fistula was immediately within the external uretbal orifice 
the openmg of the external urethral orifice showed the inverted 
fistulous tract It protruded into the uretba just as an ordmary 
polyp The surface was covered with mucosa It was pos 
sible for me to smp off with scissors httle polyp-hke mass, 
and the uretboscopic examinabon at a later date showed no 
change from the sunoundmg mucosa In the other case where 
the fistulous inversion was m the pendulous portion of the uretba 
I was able to snip off with an intra uretbal sassors theprojectmg 

Hg 268 —I Inc\svot> fn » — <• 

VwiaL vj/i 'lilKTiri, 
dearly dissected and 
cosa eiposed at e 

S Operation completeo usiu oitf tract invsginated into urethra 




TECHNICAL ERRORS IN THE OPERATIVE TREATMENT 
OF urethral STRICTURE 

Summary Importance cl eiposmg tie utelhial tnutesa at the point ol stnctuie 
and removal of scat tissue dansets of the Guiteras guide the retrostnctutal 
pouch as a cause of persistent dnhbtuig at the end of uneation 

In connection with urethral work I wish also to take up some 
points m connection with the subject of stricture of the uiethra 
It has been my misfortune I might say, frequently to see cases 
that have been operated upon for stncture and where unsatis 
factory results have been obtamed For this reason I thmk it 
worth while to point out a few of the little errors m the techwe 
of external urethrotomy which permit of unsatisfactory results 
Take Fig 269 which represents a stneturous condition of the 
bulbomembranous urethra with a rather tortuous course of the 
urethra with the usual dilatation posterior to the stricture 
External urethrotomy with a guide is a comparatively easy opera 
live procedure However, 1 might even say that frequently 
unsatisfactory results are obtamed in these cases because all the 
surrounding inflammatory indurated tissue is allowed to remam 
m place We begin even if a guide is passed to pass through 
the false opening and the course of the urethra is not followed 
(Fig 269, However the same thmg occurs much more 
frequently in those cases where the operation is perfonned without 
a guide, and by examining Fig 270 the catheter which is placed 
m the bladder through the urethra is shown at the site of the 
operation not to pass through the urethra The httle distortions 
of the urethra have not been suffiaently carefully followed by 
the operator but the cqierator passes the urethral catheter so 
that it would appear at the site of the operation, and then begin 
Ding at the centnpetal end easily passes directly into the bladder 
Alongside of the catheter, as can be seen m this picture is also 
the penneal dram which I am accustomed to depend upon also 
It IS the failure to carefully split the entire urethra in the stnetur 
Sis 
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mass but I was also obbged to cautenze with mtrate of sSi-er oa 
acojunt of a bttle granulating area which appeared However 
this too healed satisfactonl} I had occasion to see one of these 
patients about a 3 ear after operation, and there were no ill 
effects of any tmd. 

In all instances at the same sitting I perform an external 
urethrotomy and insert a dram as a preliminary step to this 
operation for urethral fistula I do this m order to keep the ure- 
thra free from unne passmg over this area, and also to avoid 
catheterization m case retention would set m and aLo to avoid 
the irritation of a permanent catheter which some operators 
advise. At the tune of operatioD a sound or urethroscope with 
mandann is mtroduced into the urethra so as to permit of more 
careful dissection. After the mversion and closing of the wound 
a wick of iodoform gauze is placed into the urethra beyond the 
point of operation, and so that it will appear at the external 
urethral onfice through the urethroscopic tube This wick is 
allowed to remam m place fort) -eight to sevratj two Louis 
The penoeal dram is removed m <a to seven daja 
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order to do a retrograde catheterization and I might even say 
for any retrograde cathetenzatxon the same acadent can take 
place and therefore the same results obtained as where this 
instrument is used through the operative site This instrument 
IS plunged through the point where the centnpetal end is sup 
posed to be located in the direction of the prostatic urethra so 
as to enter the bladder but as the drawmg will show, the m 
strument is plunged through the prostate and oftentimes even 



Fg 27<J— liicison to expose stnctuie the opemtor ha» failed to follow th 
Uietlira tlirough the stnctoie— a common cause of failure to obtain cure 

into the bladder at a point above or below the internal urethra 
orifice These msttumeuts ^ve a groove on the upper surfaci 
so that they can be used as groo\ ed directors If the mstrumen 
has been plunged into the bladder and the withdrawal of thi 
mandann permits the nnne to escape the operator believes tha 
he has entered the bladder through the urethra Then the htth 
groove IS used to direct the scalpel and the incision is madi 
sufllaently large for the introduction of the catheter Of course 
a permeal dram can also be introduced at the same time 
voi. »— SJ 


8i6 


lOUIS E SCHMIDT 


ous area aod the failure to remo\e the chronic inflammatoiy 
tissue which surrounds these portions that prevents satisfactory 
results 

I make it a habit of alway's following and naturally one must 
be able to recognize, the urethral mucosa If it is at all possible 
the upper wall of the urethral muco^ should remain intact no 
matter how much of the urethral wall it is necessary to remote 
Then when the catheter is placed correctly it remains at least m 



rig 269— Sound mtroduerd into omlm up to pout of ttnctuie (d) >>ote 
diUtatioll of urcthn proxusal to sUictun — tlie RtTOSlnctunl pouch 

contact with the urethral mucosa the entire distance from bladder 
to the external urethral onfice 

Another one of the reasons for unsatisfactory results in con 
nection with this line of woil, is the use of such instruments 
as the Guiteras guide (Fig 271) This instrument as well as 
others of this type has been recommended to be used m those 
cases where the centripetal end cannot be found Under those 
orcumstances, m order to a^oid a suprapubic cystotomy, m 



ERRORS IN OPERATIVE TREATMENT OF STRICTURE 819 


attempts at passing sounds are usually followed by dulls and 
lever Perineal abscesses result and it becomes necessary to 
reoperate in sudi a way as to correct the false passage and also 
to remove the inflammatory mass asuell as to find the centripetal 
end and obtain a contmuous mucosa if this is possible 

Another cause of unsatisfactory results has been that the 
operator has permitted the letrostiictural pouch to persist 
ti other words the cutting of the stricture is oftentimes not 
suffiaent If the pouch is permitted to remam a good deal of 
dribbling at the end of the urinary act may persist I have been 
in the habit m these cases of exasing the lower porfaon of the sac 
suffiaent mucosa remammg to brmg the edges together over the 
catheter which has been introduced into the bladder These 
little matters m connection with external urethrotomies if at 
tended to at the tune of operation will always give satisfactory 
results 

It IS not at all objectionable whenever necessary to malie a 
resection of the urethra Whenever it is possible the upper wall 
of the urethra should be brought together with fine catgut 
Katurally il an end to end anastomosis can be earned out in a 
clean case it should be done There are a great many other 
httle technical details which must be observed m order to get 
good results m individual cases but these few have repeatedly 
come to my notice 
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I ha%e repeatedly seen due results follow these procedures 
and for this reason I thought it desirable to point out whit I 
consider poor technic and the cause of these unnecessarily poor 
results If the penneal dram and catheter hare been remo'ed 



in the course of three to ten days, it is perfectly true that the 
patient will pass Lime for a short period of time if the penneal 
wound has been perfectly healed through the urethra As a 
rule it IS scarcely a month until the patient again complains of 
inability to pass urine with any degree of comfort or ease and 
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FULGURATION TREATMENT OF TUMORS OF THE 
BLADDER 

Summary Fulgurstion as an incentive to careful study of bladder tumors, ‘ recur 
rentes and ' new tumors”, tccbiuc of fulgutation, source of current— type of 
current factors mflueneing duration of treatment— pam, hemorrhage, burning, 
sue of tumor, the instruments— method and aite of application the high 
frequency current as a diagnostic aid reaction edema of bladder wall— im 
portanee oS its recogotuoa 

June 28, 1918 

We are very fortimate this moniing m bemg able to demon- 
strate two cases oi bladder papiUcnnata m vanous stages o( the 
disease One, a woman who has a small papilloma and comes 
to us for bladder distress and hematuna The second patient is 
a man with recurring papillomata Both cases illustrate the 
value of usuig the high frequency spark m the treatment of 
bladder papillomata 

There can be no question but that the study of the entire 
subject of tumors of the bladder has received a distinct stimulus 
through the introduction oi the high frequency treatment by 
Dr Edwin B eer of New York Not only has the high frequency 
treatment surpassed all other forms of treatment of papillary 
tumors of the bladder, but it Las served as an incentive for closer 
observation of the patients that have been cured of their tumors 
In other words, patients are repeatedly cystoscoped at definite 
mter\*als after the tumors have disappeared Many of the cases 
of recurrences are thus seen when the tumors are small and can 
be %ery successfully treated by one application of the high, 
frequencj spark Many of these so-called recurrences should be 
differentiated from new tumors In the strict appbcation of the 
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was obbged to anse once at night The condition has not 
materially changed since its onset 

Suprapubic Fain —For the past sue weeks paUent has had 
more or less pam m the suprapubic region and around the scar 
of the previous operation 

Physical Eiammabon —General physical exammation is 
negative 

s Ray examination for the presence of stone m the unnary 
tract IS negative 

Examination of the unne shows aad reaction specihc gravity 
1005 albumin present blood present no sugar Exammation 
of the sediment shows the presence of pus red blood cells and 
baalU Culture of the urine shows the presence of a pure culture 
of Bacillus coh 

The first cystoscopic examination showed the presence of an 
exceedmgly large papillary tumor m the apex of the bladder 
apparently taking its ongin from the suprapubic scar Several 
similar papillomata are found around the internal urethral onfice 
and there are seen multiple papiUomata around the ureteral 
onfices and on the base of the bladder 

The patient was advised to go to the Presbyterian Hospital 
for fulguration treatment 

Since the fulguration treatment was instituted the patient 
has receded a total of twelve treatments Cystoscopic exam 
ination today shows complete disappearance of all the tumors 
around the sphmcler and of many of the smaller tumors on the 
base of the bladder and around the ureteral onfices There is 
present a large tumor or a part of a large tumor m the apex of 
the bladder and one large tumor behmd the left ureteral onfice 
We will fulgurate the patient this mornmg usmg the bipolar 
current 

Techmc — ^The patient is prepared as any patient is for cysto 
scopic exa min ation The bladder is filled with sterile water and 
the operatmg cystoscope is mtroduoed through the urethra 
After the cystoscope is introduced the presence of a tumor m the 
apex of the bladder can lery plainly be seen That this tumor 
is m the apex of the bladder can be demonstrated by the fact 
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word “recuitencc” js meant, or should be meant, the presence 
of a tumor at the site la which the former tumor was found 
Careful cj-stoscopic ezasunation m cases of supposed recurrence 
has definitely prcn cd that this is not alwa)’s true, that many of 
the patients who come hack present new tumors and these 
tumors are to be found in parts remote from the ongmal tumor 
Thus, for example one occasionally sees the pnmar) tumor situ 
ated behmd the ureteral onfice, and the recunence is found on 
the margm of the sphmctcr or perhaps m the apex of the bladder, 
or perhaps behmd the ojqxxite ureteral onfice, so that I am 
becoming firmly consmced of the tact that although we see 
numbers of these cases that base but one tumor, I cannot help 
but feel that if such patients were eramined at a later date 
multiple tumors of varymg sue would be found 

The fulguration treatment is particularly applicable to these 
so-called recurrences because the patient xs seen at a time when 
the tumor is small, and one treatment usually suiBces to cause a 
complete disappearance of the tumor In the group of cases m 
whi^ the patient has been operated upon, as m one of the Cases 
you will see this morning the patient is alwa>*s more willing to 
submit to fulguration than to an open operation Open q>era 
tions, as is well known are followed by recurrences in more than 
50 per cent of the cases If the fulguration treatment can 
reduce this large percentage of recurrences it surely is a step m 
the nght direction 

Case I — Air W SIcD sm^e by occupabon a clerk thirty 
four y ears of age 

Prrtous Eisiory — Eight years ago the paUent was operated 
upon for a papilloma of the bladder The usual suprapubic 
operabon was performed The patient had a rather protracted 
con%*alescence He was free from unnary symptoms for six 
years Two years ago the pabent noticed that lus unne agam 
became bloody and attacks of bematuna have been noted at 
mtervals e>er smce 

Present CompUtnt — Hemaluna of two years' durabon 

Frequency of Vnnation — Began three months ago «o that 
pabent was obliged to read erwy three hours during the day and 
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that we are looking toward the apex of the bladder with the cysto- 
scope, and, furthermore, by the fact that an air bubble is NTSible 
at the margin of the tumor (Plate I, Fig I) 

Source oj the Current — The high frequency current necessary 
for carrying out this method of treatment is obtained from an 
apparatus made by Wapjder, of New York The apparatus I 
use IS one of the earliest made by Wappler, and has gi\en us 
very satisfactory service Since this machme was designed 
several modifications have been made, but these do not possess 
any advantage over this type of machme which is portable 
Type of Current — For ibis work two types of curroit may be 
used At first aunipolar.orOudm current, was employed This 
rendered us very good service I beheve that Beer uses this 
type of current at the present tune However, there have been 
several instances in which it seemed to me that the current was 
not strong enough to eSect a complete cure, that is, to cause all 
the tumor to disappear It was then deeded to use the bipolar, 
or D’Arsonval, current We feel that this type of cunent has 
giv en us the best results and it is the one now used as a matter of 
routme 

One pole is placed m the bladder by means of the McCarthy 
electrode which consists of a large ureteral catheter canymg on 
its end a metal tip Inside of the catheter is a wire which car 
nes the current for the heavily insulated electrode ith this 
electrode there is less danger of short-orem ting of the current into 
the {ystoscope, which may at times amount to a good deal, so 
that the current does not come out at the end of the electrode 
and does not, of course, accomplish what we mm to do The 
second pole is placed m one of two places depending upon the 
location of the tumor If the tumor is situated m the apex of 
the bladder, the large flat metallic plate is placed on the abdomen 
m the suprapubic region In case the tumor is found on the base 
of the bladder this flat plate is placed under the buttocks 
ii my fuJguration work I havw always used the operating 
(ystoscope made by W appler, of New York. By lookmg through 
the cystoscope you will sec that the electrode has been earned 
out mto the bladder cavity and has been placed against the sur 
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face of the papillary tumor By means of the foot switch the 
current is now turned on and the fulguration is started If 
everything is m woiking order two phenomena may be seen 
There can alwaj s be seen the emanation of bubbles from the end 
of the electrode This is supposed to be due to hydrogen gas 
There soon follows a blanchmg of the surface of the tumor, so 
that the tumor becomes white and loses its usual papillary ap- 
pearance As the fulguration is earned on the entue surface of 
the tumor becomes white and appears necrotic (Plate I Figs 2, 
3, 4) In this manner the entire tumor is treated by means of 
the high frequency cunent 

The duration of the fulguration depends upon several factors, 
chief of which are First, the patient, second, the operator, and 
tlard, the instruments 

The Patieni —Under this beading we first may take up the 
foUowing («) Pam, (6) hemorrhage, (<) danger of burning, (d) 
sue ol tumor 

Pam —As long as the intravesical electrode remains m con 
tact with the tumor no pam is experienced by the patient When 
wotkmg with the base of the tumor or if the electrode comes in 
contact with the bladder wail the patient very frequently 
complains of pam As a rule dunng the first fulguration there is 
no pam whereas toward the end of the treatment when working 
near the bladder wall, in treating the remaming tags, the patient 
at tunes complains of pam In instances m which the tumors are 
very large many applications may be made without the patient’s 
being mconvenienced thereby In cases m which the tumors 
are small or where small tumors are to be found on. the margm 
of the sphmeter, the patient does experience a certam amoimt of 
pam which, however, lasts for only five or ten seconds, or as long 
as the current is being applied to the small papillary tumors 
Hemorrhage — ^As a rule m treating papillomata the fulgura 
tion immediately stops the bleeding for which the patients 
come to us Occasionally where the tumors have been given 
a good deal of treatefint j iaigeaiea -of tasMr resaks, 

and when this sloughs an ay the patimts have a good deal of 
hemonhage We therefore warn the patients of this possibility 
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v.ay causing the tumor to be severed from its base in one treat- 
ment In this way we would accomplish just exactly what the 
advocates of the snare treatment accomphsh tVhile theoret- 
icaUy this may seem an easy procedure, in large papillary tumors 
It IS almost impossible, becau^ one cannot always find the pedicle 
and hence cannot apply the electrode to it 

In large tumors we have always worked from the periphery 
rather than from the base, and while it may take a few more 
tieatraents, it bas always seemed to me to be the safer procedure 
because of the greater case with which one can dnect the end 
of the electrode through the Q-stoscope to the surface of the 
tumor than to the pedicle 

There are certain hmitalions to this form of treatment for 
papillary tumors of the bladder, whidx I have met but three 
tunes A smgular fact in these three instances was that the 
patients were all males and that they were all very fat, so that 
one would have much preferred to have operated through the 
cystoscope than to carry out a suprapubic cystotomy, which pro- 
cedure became necessary owing to the fact that the tumors were 
very large and very well pedunculated and situated near the neck 
of the bladder The facts in these three cases were such that 
cjstoscopic exammation could be earned out so that one could 
see the large papillary tumor, but because of the size of the tumor 
its position and its long pedicle it was absolutely impossible to 
manipulate the operating cystoscope and to see just where the 
electrode was bemg applied In each of these instances many 
repeated attempts to use fulguration foiled, and m two of the 
instances this was earned out under anesthesia, behevmg that 
one should not open the bladder for treatment of papilloma if 
It IS at all possible to treat them by means of the high frequency 
current 

It has also been advised that the high frequency current may 
be used as a difierential diagnostic aid m determining whether a 
given tumor is mahgnant or bemgn Benign papillary tumors 
lESpond very promptly to this form of treatment, so that it may 
be set forth as a chnical axiom that if a tumor does not respond to 
several repeated fulgurations it is probably malignant, m. spite of 
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b} telling them that in about a week when the necotic tissje 
comes away there may be a ceitam amount of bleedmg la 
our hands this has ne% er been senous enough to alarm us, and 
if the patients are warned of this possibility they are not 
frightened 

Danger of Burning the Bladder Wall —This should alwa)"? 
be borne m mind when the tumors are small or when treat 
mg the fragments that remam after the large tumors ha%e been 
fulgurated WTule I ha\c peisonall} ne\er met with this con 
dition, I know of one instances m which the operator burned a 
hole through the bladder, so that immediate laparotomy was 
necessary 

5j-e oj the Tumor — ^ mentioned above, the size of the tumor 
determines the number of treatments Small ones generally 
jield to one or, at most, two treatments In this case today the 
patient has recened up to date twehe fulgurations, and we 
have sot yet succeeded in completely freeing him of the tumors 
The Operator —From the operator's end the duration of the 
treatment may be long or short, depending upon hs perseverance 
/nr/rawcfl/r — Shoit-arcuitmg the Q-stoscope so that the 

light IS burned out Wli2e this was rather a frequent occurrence 
in our early work, it has been practical!} eliminated by careful 
attention to cords, rheostat, and fulguration electrode 

In order to reduce the number of tulguiaUons required m the 
treatment of scry large papOlomata one may reduce the size 
of the papillary tumor means of mtravesical operahoiis 
In one or two instances we have done this by using a cystoscopic 
rongeur devTsed by Young of Baltimore Instead of this pro- 
cedure one may employ the old operating q^to«cppe of Nitze, 
and with a cold snare remoi e the major portion of the tumor 
After has been remcn ed one can then fulgurate the base by 
means of the high frequency current. The latter method I hai'e 
never emplojed, though it has been reported as eminently sue 
cessful by se\eral workers abroad 

The ideal way, of course, to remo\e these tumors in the least 
possible number of treatments would be to apply the fulguration 
current directly to the pedicle, burning through it, and m this 
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tuna on one occasion At the piesent tune there is no pam or 
burning on urination 

The patient has noticed on certain occasions that there is a 
sudden stoppage of the unnary stream Never passed any stones 
or gravel 

The history of the epigastric distress, nervousness, and pres- 
ence of a lump m her throat do not interest us very much, so we 
will pass over these points in her history 

Menstruation is negatn e, with the exception of shooting pams 
that she complained of ever smee its begmnmg Pam is present 
m the lower left abdomen during menstruation, but does not 
come on regularly every month 

Examinalton by Dr Ralph Bromt — Head neck, heart and 
lungs are negative Nasopharyngeal area shows no pus Sinuses 
dear Tonsils are submerged No pus Cheesy matenal m 
upper pole on right side 

Abdomen Colon is palpable, otherwue negative Reflexes 

OK 

Pelvtc Examtnahon —Body of uterus js very much enlarged, 
lying oG toward the right side Cervix projects toward the left 
and is rather soft The uterus is movable and moderately 
retroflexed 

X Ray examination for stone in the unnary tract is negative 

Examination of the blood shows 4 820,000 red cells, 9000 
leukocytes and 90 per cent hemoglobin Blood pressure is 120 
systohe and 80 diastohc 

Examination of unne shows specific gravity 1021, aad, trace 
of albumin no casts, epithelial cells few, and leukocytes few 
Cultures of unne sterile 

The problem in this case evidently is a twofold one First, 
the presence of blood m the unne means the presence of organic 
disease somewhere in the unnary tract Second owing to the 
fact that she has a retroflexion of the uterus and that the uterus 
IS enlarged and soft the problem for discussion comes up as to 
whether or not the bladder distress was not secondary to the 
pathologic condition m the pelvic organs It therefore seemed 
advisable to exclude any organic disease m the unnary tract to 



828 


IIER1IA^ I KRETSCmiZE 


the fact that it may ha\e the c^'stoscopic appearance of a benign 
tumor WTiile this is a good working rule, one should not rety 
on it too doselj, for in several instances in which large pieces of 
the tumor were removed with the rongeur and careful histologic 
stud> made of them, a diagnosis of mali gnan t tumor was made 
from the histologic section, >et these patients were success- 
fully fulgurated and there has been no recurrence of the tumor 
over a penod of three jeais In the treatment of frank car 
cmomata of the bladder this treatment has not been of value. 
Durmg the early penod of its use in cases m which resection was 
not deemed advisable or feasible, suprapubic cj-stotomy was 
earned out and the cancerous growth v ery vigorously fulgurated 
through the suprapubic opening In all instances in which this 
was earned out the patients were not cured, so that wc bebeve 
that this form of treatment has no value and no place lo the 
treatment of frank caranomata of the bladder 

Case IL— Mrs C J, female, aged thirty-seven, mamed 
referred by Dr B Sippy and Dr Ralph Brown 

This patient complains of the foUowug symptoms Pam m 
the neck, hematuna, epigastnc distress, pain in the lower abdo- 
men and rectum and frequency of urination The frequency of 
urination began about six j^ars ago and is jast about tie same 
now as it was when it began There has not been much change 
in her sjmptoms The number of times she is obliged to void 
at night 15 variable She may go for a short penod without 
gettmg up at all and at other times she may be obliged to arise 
three times at night. 

Emaiuna — ^About two jcais ago the patent had an at 
tack of hematuria This came on without any pam and without 
any mjury Soon after imnatuig about 7 30 in the ev enmg the 
patient felt a desire to void and upon unnatmg she found that 
the fluid was bright red in color There was marked bummg and 
a frequent desire thereafter The first fiv e or six urinations after 
tl„g were v ery bnght red and then gradually became darker and 
less m quantitj The cathetenaed specimen obtamed the next 
day showed a v ery large qoanti^ of blood-cells Two weeks 
before entenng the hospital the patimt noticed a tenmnal hema 
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IS nothing left for us to fulgurate, and so there are many advan 
tages m. not making the treatments too close together m small 
tumors, whereas m large tumors the pabent may be fulgurated 
three or four tunes a week, at least for the first week or two 

This mommg we have shown you a recurrence of a papillary 
tumor m the male and the presence of a new papillary tumor in 
the female The early literature, as you know, was very mter 
estmg on the relation of the occurrence of papillary tumors to the 
sexes It was set down as exceedmgly rare to find papillary 
tumors m women Smce the advent of careful work m gemto 
unnary surgery this old dogma has been completely disproved 
Our own experience has been that papillomata occur m women in 
about 30 per cent of all cases When I make this statement I 
refer to the sunple benign papillomata 

In summing up the present status of the quesbon of the treat- 
ment of bemgn papillomata of the bladder one may say 

1 The fulgurabon treatment is without danger in the hands 
of those who are competent to carry it out 

2 The percentage of recurrences are deadedly less with this 
form of treatment than with open operabon 

3 This form of treatment can be earned out m an ambulatory 
sort of a way, so that the patients spend only a day m the hospital 
They are not obhged to take an anesthetic and they are spared 
the long convalescence that is always a part of the suprapubic 
operabon 

4 While the mortality rate of suprapubic operabon for 
papillary tumors is low, nevertheless there is a definite mortahty 
with this form of treatment, which mortahty is completely 
ehmmated by the employment of fulgurabon 

5 It leads to a more careful postoperabve study of our 
cases These pabents are more closely observed than they were 
before 

6 Ithasstunulatedmoreumversalmicroscopic studyof these 
bladder tumors 
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account for the presence of the blood U ith this object m view 
we mil cj'stoscope the patient 

Cysloscojnc Examtnal on — This shows that the postenor 
wall of the bladder seems to prq/ect inward as though pushed 
inward by some eRtra\ esical condition Behmd the tight ureteral 
onfice can be seen a papillary tumor the size of a plum-stone 
^ e wfl] therefore immediately fulgurate this patient usmg 
as we did in the first patient the D Arsenml currenL Because 
this tumor is situated on the base of the bladder the plate will 
be placed under the hips The current is now turned on and the 
tumor immediate]} becomes white as the tumor did in the man 
we just fulgurated As you sec now the entire tumor has been 
fulgurated and there is nolhmg left to suggest a papilloma except 
a white necrotic mass \\ e will instruct tias patient to retuni 
for further obsenation m about three weeks 

In cases in which the tumor is not \erv large as in this 
instance certain reactions are produced in the bladder wall as 
the direct result of the high frequency current so that one can 
not always tell just where the base of the tumor ends and where 
the edema of reaction begins For this reason we are going to 
instruct this woman to come back in three weeks at the end of 
this time most of this edema will ha\e disappeared This is 
important because if one does not wait until this reacbon has 
disappeared one will fulgurate part of the bladder which reall) 
does not need it and simply produce more reaction and m this 
way do more harm than is really called for This reaction should 
alwaj'S be borne in mmd and it has come to be unii ersallj rec 
ognized as a part of fulguiation In the early days of this 
work it was not recognized as sudi and there are instances on 
record in which the patients have left the doctor who fulgurated 
them and gone to someone eke who lystoscoped them and found 
this peculiar condition The second man not knowing what had 


base of the tumor is sharply defined the treatment can be applied 
directly ancfnotinfi’equendyaiXerCSisedbnaAassufts rfeefthere 
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Simmaty Fulguration \ er^us operation technic results m ca e demonstrated 

Urethr,\i. caruncle la oI rither frequent occurrence and is 
generally treated b\ opcr'ilive remoNal of the caruncle a pro 
cedure nhich in itself can be earned out under local anesthesia 
and has always been regarded is a minor procedure Recentlj 
honeter we hate giten up the idea of opentitc remoral of 
urethral caruncle and have trcitetl all ciruncles that wc have 
seen bj means of the high frequency current a procedure which 
IS verj simple verj efficacious and one that has rendered us 
ver> good service m the treatment of this condition 

The patient that we have for treatment this morning is Mrs 
F 0 S aged sixlj two married and the mother of seven 
children 

Present Complaint —One da> she noticed that a few drops of 
blood w ere flow mg from her genital organs Examination of her 
underwear showed it was blood stained This discharge of blood 
occurred twice at mtervaU of a number of da>s The second 
hemorrhage was more severe than the first There were no 
urmar) sjTnptoms 

—General exammation is negaUvc and pelvic 
examination is negative 

The external uiethial orifice shows the presence oi a caruncle 
about the size of a large bean situated at the lower margin of the 
external urethral orifice (Fig 272) 

By means of this large electrode we will apply the D Arsonval 
current and fulgurate this canmcle As you see this takes but 
a few seconds and the entire caruncle has been converted into a 
necrotic mass (Fig 272 /I) Wcshallask the patient tocomeback 
for observation m about ten days If the caruncle has not been 
completely destroyed by this form of treatment another treat 
ment can be appLed 

Postscript The patient came back to the hospital m ten day s 
an 1 examination showed complete disappearance of the caruncle 
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A SURGICAL CLINIC ON FRACTURES » 

Summary Transverse fracture of tbe shaft of the bumenis with musculospiral 
paiatys s remarks on CoUes fracture, oblique fracture of shaft of the right 
humerus with musculospiral paralys a acute osteomyelitis of the left tibia 
avulsion of the quadr ceps tendon abosc the patella sp ral fracture of the 
tib a sp ral fracture of the tibia and fibula fracture of the os calcis com 
nuautedfractureofthenedrofthefeiDur spiral fracture of the femur fracture 
of the neck of the femur impactedlrectureoftbeneckof tbefemur compound 
commuiuted fracture of tibia and fibula fracture of the seek of the femur, 
Pott s fracture 

I PEEL greatly honored to ha\e the privilege of speaiJiig to 
you this afternoon and of showing you a few of our cases This 
will be mostly a show chnic I have requested some of my 
outpatients whom I am treating for fracture to be present 
today, and with them and the cases we ha\e at present m the 
hospital the clinical material ought to be mterestmg and m 
structive to you 

We have a great deal of emergency surgery m this hospital 
We have considerable bone work and fractures of all kinds to 
deal with as you will see Every one of the patients will teach 
us some lesson, and I will try and frame my remarks in such 
a way to point out the lesson that case has taught me and I 
trust will teach you 

The first patient (Case I) consented to come in from Bart 
Lett, Illinois to be shown for your benefit I will first demon 
strate an old mjuiy to the arm, which shows a late result after 
fracture of the humerus with musculospiral paralysis A num 
ber of years ago this man sustained a transverse fracture of the 
•Delivered before military surgeons Alexian Brothers Hospital, March 20 
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turf»CE 

In its stead was 'een a large ulcer which had been produced bj 
fulguratjon Later examination showed this completelj healed 
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the chances not as good as thcj i\cre it first 'S the use 

of operating on a nene that lou know will rcco\cr after three 
cn font months or moTe' But how do >ou kno^s sshether tl is 
going to reco\er or not without opcrition? That is the crux 
of the whole question If there is one point I want to impress 
upon }ou It la this 1 OK mist make the earliest posstblc diai’nosis 
of the condition or to its beinf’ primar\ or secoildarx md > ou do 
that bj examining in a routine minner lor parilj si5 of the ner\ e 
at the tunc >ou first see the fncture 

This man bad primarj WTist-flrop due as Jt ms later di> 
closed to a complete dnision of the nerve I cut down on the 
fracture within the first week ind sutured the nene He was 
operated on before the da>s of I ane plates and Parlum Jfirtin 
bands I wired the humerus with complete opcrati'c and func 
tional recover) Hero is the important thing m making a 
prognosis It takes from eight to twelve months for a nerve to 
recover its function after division when it is sutured That is 
s long tunc We have another man here who is jUst about well 
after nine months The first patients arm is pcrfectl) well 
now and strong The piticnt sa)s it is as good as ever This 
happened eleven )tars ago That is not whit he is hero for 
toda) He is here for another condition but I vvas glad the 
opportunit) presented itself of showing the ultimate result of 
a nerve suture It was about 1 )ear igo last beptember that 
he fell and sustained a Colics fracture which was reduced b> 
a local doctor and two months later he came here on account 
of great dcformit) Function was not good and having in 
mmd to improve both the cosmetic and functional result I 
operated That was m December 1916 

With chisel and saw the radius was divided the section 
begnmng above several inches above the tip of the styloid 
process and extending downward and to the ulnar side The 
idea was to correct both the radial inversion deformity and 
lengthen the bone Great difficulty was encountered when it 
came to tixation of the fragments Fmall) an intramedullary 
ivory peg was employed One end of the peg rested m the 
mcdullarv cavitv of the upper fragment and the lower end was 
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shaft of the hianenis at about the middle oimphated ^th 
musculospiral paralj'sis The fiist thing jou ha^'C to do la a 
case of fracture of the shaft of the humerLs after detemimng 
the existence of a fracture is to find out whether or not there 
IS wnst-drop meaning insohement of the musculo'piral tene 
In a\il practice that b of extreme nnportance as well as n 
mflitarj practice It is of paramount nnportance to know 
whether the paral)’sis is pnmarj or secondar> as it makes a 
great difference m the sub'^quent treatment and prognosis 
Paral}''is of the musculospiral ner\e associated with fracture 
of the shaft of the humerus is of two kinds — ijnmai> and second 
arj Pnmaij paralj'sis usually oaaus nnmediatelj on receipt 
of the uijur3 and is due to a complete and immediate diiision 
of conductmtj of tie ner\e There is either complete 
ance of the ncr\e or «uch a severe contusion with partial dm 
Sion as to cut ofi the eonductmt> and jou get immediate 
paiah’sis of the foteann «il«asc» V>e have «ecoadars pant 
j-sis that occurs after s week or ten daj's or longer The 
paialj'sis is not due to a complete and immediate «cv‘erance of 
the nerve but to a pressure that gradually de%elop 5 with the 
foTQUtJon of callus the consolidation of blood'Clot the pressure 
produced by unreduced bony fragments or anproperI> appi ed 
Splints Its onset is more slow than that of the pnmaij paral 
>-sis 

Suppose a patient presents himself a few d3)'s after the 
fracture was sustained and you find be has a wnst-drqp if 
5 ou do not know whether it is a pnmaiy or secondary condition 
It 13 going to be impossible to institute the proper treatment. 
Pnmary paralysis detnandi tmmeduite operatwn That 1* in) 
personal conviction I do not bebeve you get this sufficiently 
emphasized m text books Everything I tell j ou today is my 
cwn opinion based on my own e:q>enence and you can take it 
as such for what it is worth Seoandary paralysis giv «« hope of 
recovery without eperatnm. That is a very important pomt 
for 5T3U to keep dearly in mmd because if y ou allow a case 
OTth pTtmaiy paralysis to go for a mouth or two or longer and 
there is no improv eroent you will have to operate anyway with 
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the chances not as good as thej sierc at first \\ h^t is the use 
oi operating on a ner\c that jou knon rcco\er after three 
or four months or morc^ But how <lo >ou know whether it is 
going to reco%er or not without t^ration’ That is the crux 
of the whole question If there is one point I want to impress 
upon >ou it lb this You must make the earliest possible diagnosis 
of the condition as to its being primars or secondary and jou do 
that b) examming m a routine manner for paral> sis of the neix e 
at the time jou first see the fracture 

This man had primar> \vnst drop due as it was later dis 
closed to a complete diMsion of the neixe I cut down on the 
fracture within the first week and sutured the nerve He was 
operated on before the dajs of Lane plates and Parham Martin 
bands I wired the humerus with complete operative and func 
tional recoverj Here is the important thing in making a 
prognosis It takes (com ei^tlvt to twelve months lor a nerve to 
recover its function alter division when it «» suliiTed That is 
a long tune have another man here who is just about well 
after nine months The first patients arm is perfectl> well 
now and strong The patient sa>s it is as good as ever This 
happened eleven >eaTS ago That is not what he is here for 
today He is here for another condition but I was glad the 
opportunity presented itself of showing the ultimate result of 
a nerve suture It was about a year ago last September that 
he fell and sustained a Colies fracture which was reduced by 
a local doctor and two months later he came here on account 
of great deformity Function was not good and having m 
mind to unprove both the cosmetic and functional result I 
operated That was in December 1916 

With chisel and saw the radius was divided the section 
beginning above several inches above the tip of the styloid 
process and extending downward and to the ulnar side The 
idea was to correct both the radial mversion deformity and 
lengthen the bone Great difficulty was encountered when it 
came to fixation of the fragments Fmally an intramedullary 
ivory peg was employed One end of the peg rested in the 
medullarv cavitv of the upper fragment and the lower end was 
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fi-xed m a gToo\e on the lower fragment This arrangeraent 
<eemetl to work \en well at the time and held the frageents m 
good position The w ound healed without infection, but, to mi 
great disappointment, there «eeined no inclination toward union. 
W eek after week the wiist was aaxioush examined but while 
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fig. 2"3 — Icmilttl Incfure of radius !w»ir ireai del nEJi\ and I'O'' 
sl-pred up u> nitduJiarv cant 01 ujfier irasnent. 

Fiz. 2 4 — tntcipo«trnor vjetr does not resea] tie extent of defonmts Noie 
altered relatKTu of luirer end of radio and ulna 1 un peg i. ‘cen 

the position at first remained correct the bones would not 
unite finnh After wearing the •splmts two months the patient 
insuted upon their remoial and a leather wri-t «upport was 
worn. The now began to woil with the injured arm wrth 
theresultthatfrom month tomonthadefonnitt deieloped which 
was at 6rst ‘•light but after «ix months became lerv marked 
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(Fig 273) The dcfonnit) pain md disabilit> fiinll> becainc 
such as to demand correction so I deaded to operate upon 
hun again The second operation wis performed December 
28 1917 as follows 

The seat of fracture rvas exposed and the dcformitj cor 
reeled The ends of the fragments were freshened but first of 
all I started to rcmo\e the i\orj peg This svis not as easj 
as jou might imagine for the peg had slipped ua> up in the 
medullary carat) and the more >ou tned to grasp it the higher 
up It «hpped It uas final]} neccssar) to open the medullar) 
cant) before the peg was recox cred in pieces This gutter 
together with a sunilar one on the outer side of the radius lent 
itself nicel) in forming a snug bed for a bone inh) taken from 
the tibia The graft was held fitml) ua place b) means of 
nares making a \cr) fine reconstruction of xxhat x\as a \cf) 
bad situation (Fig 275) The wound healed nicel) and 
now three months after the operation I present the result 
The dorsal deformit) has been corrected absolutely and the 
member is just as straight as it can be The radial deformit) 
has been largcl) corrected but not entirel) so but it is about 
as xxell as it can be The union is \er) firm and motion at 
the WTist is free and impioxing all the tunc I expect much 
better motion than he has now as tune goes on He is now doing 
a lot of thmgs with it He is a farmer by occupation He is 
unable to milk xvith it at present but milking is the finest ex 
ercise for this patient Pronxtion is good but supination is 
somexxhat limited as >et This small swelling in the palmar 
surface is due to a httle bit of callus and bone which )OU 
see m the x ray picture (Fig 275) That docs not mean a 
deformity That p ece I did not take out at the time of opera 
tion I lett it in there to gixe strength \Le haxe overcome the 
radial displacement and have overoime the dorsal deformity 
as you see Hts grip is fairly good Look at this unsightly 
deformity (Fig 273) with the peg away up in the medullar) 
cavity a bad condition of affairs Nothmg could be done as 
long as that peg was m place It was a foreign bod) and as 
such it unquestionably was the direct cause of non union One 
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fixed in a groo\e on the loiner fragment This arranfement 
seemed to work %ei^ well at the time and held the fragments m 
good petition The wound healed without infection but tom) 
great disappointment there seemed no inclmation toward union 
\\cck after week the wn>t was amaousK examined but while 
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Fig 2 3 — Lnunited fiacturr of radius showing grta deformitv and i or) (•eg 
sbpped Lp m medoUai) ca -i(« of upfier Iragmeat 
Fi» 2 4 — tnterposlwior >icw does not re eal ihe eilcot of defontuO ^ole 
altered relation of lower end of lad us and ulna 1 r) peg u seen ditnl} 

the position at first remained correct the bones would not 
unite finnl' 'fter wearing the «plmts two months the patient 
msbted upon their removal and a leather wnst support was 
worn The man now began to wort, with the mjured arm with 
theresultthatfrom month tomonthadeformitj deicloped which 
was at first sLght but aftra- sw months became \er} marked 
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(Fig 273) The defonnit) pam md disabilitj finillj became 
such as to demand correction so I decided to operate upon 
him agam The second operation performed December 
28 191/ as follows 

The seat of fracture was exposcrl and the deformitj cor 
rected The ends of the fragn^ents were freshened but first of 
all I started to remo\c the I'orj peg This was not as easj 
as )ou might imagine for the peg had slipped wa> up m the 
meduUarj caaitj and the more > on tried to grasp it the higher 
up It slipped It a\as finallj necessary to open the medullary 
cavity before the peg a\as reco\erc<l in pieces This gutter 
together with a similar one on the outer side of the radius lent 
itself nicel) m forming a snug bed for a bone m!a> taken from 
the tibia The graft was held firmly in place by means of 
v'lres making a aery fine reconstruction of what was a very 
bad situation (Fig 275) The wound healed nicely and 
now three months after the operation I present the result 
The dorsal deformity has been corrected absolutely and the 
member is just as straight as it can be The radial deformity 
has been largely corrected but not entirely so but it is about 
aa Well as it can be The union is very firm and motion at 
the Wrist is free and improving all the tune I erpect much 
better motion than he has now as tunc goes on He is now doing 
a lot of thmgs with it He is a farmer by occupation He is 
unable to milk with it at pre«eQt but milking is the finest ex 
ercise for this patient Pronation i» good but supination is 
somewhat limited as vet This small swelling in the palmar 
surface is due to a little bit of callus and bone which you 
«ce in the v ray picture (Fig 275) That does not mean a 
deformity That piece I did not take out at the time of opera 
tion I left it in there to give strength \\e have overcome the 
radial displacement and have overcome the dorsal deformity 
as you see Hia grip is fairly good Look at this unsightly 
deformity (Fig 273) with the peg away up m the medullary 
cavaty a bad condition of affairs Nothing could be done as 
long as that peg was m place It w-as a foreign body and as 
such It unquestionably was the direct cause of non union One 
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thing that shows up nicelj i» a rarehmg osteitis that j-ou alwa^ 
find after two or three montba or four or fi^e months where 
there has been tlisUse of the limb This condition correeb 
Itself after the member begins to be used again These bones 
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Fig 2 1 3 The ln« er » ire iMludev a ptere of radius loosened at lime of opera 
tJOD The longitudinal asi of the <haA ha been restored The outlines of the 
graft are clcari^ discernible 

2 6 — \ote bow troRgU Ibcboneha been fortihcd bi the inta> 'the 
loner end of radius and ulna ba>r resumed a m«e normal relatiie p<»moii. 
The I'orx pe» has been eemo <d Compare Fjg 2 1 1 

are all rarefied The region of the wnst joint is rarefied the 
calcium salts ha%'mg been partiall3 absorbed as a result of dis 
use In such cases normal conditions of densits are qmcU> 
restored when fimction is resumed We ha\e good bony union 
there now There is good consobdation and his function is 
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90 pM cent better than beSoie the operation Yes, it is aU ol 
that I think his function is going to be 90 to 95 per cent , 
whereas the other nay he -was absolutely disabled 

Let me make a few remarks about Colies' fracture In the 
first place, with reference to operating on CoUes’ fracture, 
where the cosmetic result is not as good as it might be, I should 
say, “Don't do it " 1 will never do it again in a similar case 
We see CoUes’ fractures with atroaous results from a cosmetic 
standpomt, hut with perfect function Now, unless there is a 
\ery good and^•ahd reason cosmetically or otherwise for operat- 
ing I would not operate m such cases The disabihty following 
a CoUes fracture is not the result of bony displacement as much 
as the result of improper treatment Too long immobilization 
with the fingers extended, that is to say, leaving the splints 
on too long, will give you more disabihty afterward than a 
fracture that is not treated at all I do not know whether I 
make myself clear or not, but you can have a CoUes fracture 
after six weeks still showing enormous radial and backward 
displacement, with perfect function Why should we operate 
unless we do so for cosmetic reasons? Bear in mind it is a 
difficult ]ob to correct a badly umted CoUes’ fracture, and if 
you are wise you wiU let the patient alone if he has good func- 
tion My advice is not to touch it That is my conviction 
If you have such a case in a woman who absolutely wants the 
thmg corrected, it is a different thing Don’t do it on account 
of impaired function because impaued function is not tbe re- 
sult of malposition as we see tbe very worst malpositions mth 
good function We see fractures properly reduced cosmeticaUy 
with terrible deformity of the band and disabihty for months 
and months Why? Because, in the first place, the doctor 
may have put on a plaster cast from the elbow to the finger tips 
and left it on a month or six weeks If you want to produce a 
half year’s disabihty, do that Bad contracture and stiffemng 
are the result which wiU take months of massage and passive 
motion to clear up Keepmg splmts on too long and puttmg 
them on too tightly wiU do the same thing even after the most 
perfect reduction The functional disabihty is a result of im 
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proper treatment, so that tic know when a 0)lles fracture is 
properlj reduced, ninety nine times out of a hundred it will 
staj reduced With the application of anteropostenor splints, 
leavmg the fingers free, so that muscular activity is not impeded, 
patients with these fractures will make unmterrupted cosmetic 
and functional reco^ enes 

Stiffness of the fingers foUowmg a CoUes fracture is the 
result of a m> ositis, the result of pressure by spimts or too long 
immobilization An extreme condition of this kind is Volk 
mann’s contracture or ischemic paialj'sis TTus is the result of 
too tight bandagmg and is a gra\e calamity to ha^e happen 
I don’t behe\e that the general profession quite realizes this 
question, and that it maj take onlj two, three, or four da}^ of 
constnction to be followed by the most disastrous results A 
fibrous degeneration of the forearm muscles takes pbce and the 
process does not stop until the hand is cons’erted into an al 
most useless claw It is only after tedious orthopedic treat 
ment or operation that function is restored 

It IS a mistake, m the next place to put m a foreign body 
such as ivoty I am gettin g away from that sort of thing I 
will ne\er use noxy again or any of foreign material m the 
medullary cavity of bone I ha>e done it time and again 
and I have generally regretted it I have used ivory and com 
position ol one kind and another m the meduJhry cavit}, and 
I cannot say it is satisfactory The use of metallic bodies, like 
the Lane plate, on the outer side of hve bone m the treatment of 
fractures is bad enough as I will show jou today, and we 
are gettmg away from that also Such metallic de\ices are 
unnecessary cntIs and axe fast bemg supplanted by autogenous 
bone-grafts Don't put anythmg inside the medullary cavity 
of bone except it is an autogenous bone-graft or bone-inlay 
This nory peg was a foreign bod> It did not serxe its purpose 
It preiented union, it slipped up m the medullary canty, and 
the member became more and more defonned e^e^} week but 
it taught me the lesson not to put any foreign bod> in the 
meduUarj cant) unless it is a bone-graft or bone-mlay, as I 
baxe prevnously remarked Those are the points I wish to 
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impress upoa you m regard to this case I am getting more 
conservative all the time as re^rds operations on fractures 
We have survived the furore whidi came with the Lane plate, 
and have learned by experience to demand that certam mdica- 
tions be fulfilled before advismg operation The first mdication 
IS that every other possible meth^ of reduction has been tried 
and has failed to secure satisfactory reduction A httle dis- 
placement is of no moment when, in our expcnence, function 
will be restored Aside from the danger of wound infection, 
one of the greatest drawbacks of the Lane plate and similar 
devices which hold the fragments immovable is delayed umon 
I always allow about one-tbird longer thaii the normal period 
for consohdation m Lane plate cases I have seen many, all 
clean cases, in which finn umon was delayed for many months 
until the plate was removed, whereupon, with use of the hmb, 
consolidation rapidly occurred An inlay, while it keeps the 
fragments m hue does not bold them as immovably as a Lane 
plate, and for this reason does not mterfere with union, which, as 
Lucas Champiomere said long ago, requires a certain amount of 
motion to acquire firmness 

Case n —This man came so that I might show him and 
talk on the question of musculospiral paralysis, but 1 got started 
on this subject with the other case and may not be able to spend 
much tune on him In 1916 a year ago last December, this 
man was here with a spual fracture of the shaft of the nght 
humerus, with an immediate musculospiral paralysis It is im- 
portant to know, as I said before, whether a man develops 
paralysis immediately after mjuiy or after the splmt has been 
on two or three days or longer This patient noticed it at 
once and so did the mtem The important question always to 
determine is, Was it immediate or secondary? It is of vast 
importance also from a medicolegal standpomt, as these cases 
may get mto court the doctor’s spbnts being blamed for the 
paralysis The doctor might endure great embarrassment and 
a verdict for the plaintiff if he did not know whether the paral 
>■315 was there or not before he began treatment You want to 
be m a position to say that this wiU or will not get w ell without 
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interference 1 ou want to be in a position to say if the p3ra]}-sis 
IS secondary or not and •whetlier the pabent under the use of 
electnaty and massage and so on will after three or four 
months get better without an operation If jou do not know 
whether the paraJj'sis is primary or secondary j ou hai e cothicg 
to base an;) opinion on and you cannot do the proper thing 
for the patient At any rate you are ass umin g an awful risk 
After a week. I operated on this patient but this tune I used a 
Parham Jlartm band I suppose > ou know what a Parham 
ifartm band is I do not lia{qien to ha\e one here at this 
tnne It is a neat contrivance It is a metalhc band which is 
earned around the bone and damped holding the fragments 
\ery effiaently It is a ^ety neat thing to use m spiral frac 
tures You cannot use it in transverse fractures I will show 
you what it looks like m another case one of fracture of the 
tibia This band was put on in this case and the after treatment 
was uneientful Here again it is interestmg to notice bow 
long it takes for recovery The nerve was not completely 
seiered m this case but had to be sutured It neier would 
hai e gotten well without operation The treatment of the bone 
13 secondary to that of the ner\e I should ha%e treated the 
bone conservatively if it were not for the nerve mjury 

I beheve that all fractures of the humerus associated with 
immediate musculospirat paralysis should be operated on It 
took eight months before this mnn had complete use of the 
hand It takes eight or nme months or a } ear before function 
is completely restored The neurones or ams-^lmders grow 
out from the proximal portion of the old nene until they reach 
the penpheiy Can we haie a contusion of the nerrC that wiU 
cause paralysis? Yes I have had such cases and I ha\e cut 
down on the nerve m a few instances What is the object of 
waitmg weeks or months for improvement? You get much 
better results in both the fracture and the nerve bj operating 
and killmg two birds with one stone I would rather cut down 
early and find the nerve only contused than wait for improve- 
ment in vam and hav e to do a late operation anyway After 
you hav e made up > our mind that you hav e to operate I would 
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do so nght away U I ha\e the indication The paral>’sis is due 
to external violence apphed at the time of injury, bones are 
broken and separated, and the nerve is closelj associated with 
the bone as it passes around m the musculospiral groo\ e 

Question How do you splint a Colics fracture? 

De Hessert The mam thing is fcifuc/ian After you have 
reduced a CoUes fracture, some go so far as not to put on any 
splint at all I would not do that If the fracture is properly 
reduced, I personally would treat it with anteroposterior wooden 
splints running the posterior sphnt from the head of the radius 
to the metacarpal phalangeal junction, and the anterior one 
sufficiently short, givmg the patient free motion of the thumb 
and fingers I keep the sphnts on, all told, for tw 0 or three weeks, 
not Over three, taking them off in the meantime half a dozen 
times m order to keep up passive motion and massage You 
must pad the splints mth sheet cotton suffiaently, strap each 
one on individually with adhesive plaster, and do not employ 
too much pressure The splints should not cause pam For 
the first four or five days examine the arm daily Motion of the 
fingers should be free and not painful 

Case III -—This boy has an interesting history He was 
under my care seven years ago with acute osteomyehtis A 
complete history of this case together with * ray pictures also 
a description of an arthroplasty, has already appeared m the 
Surgical Climes ‘ so I will not go into very much detail regard 
mg his case 

He had acute osteomyditis of the tibia m 1910, resulting 
m the loss of the entire diaphysis of the bone, which became 
necrotic, and was removed Here is a picture of the shaft 
after it was taken out I have treated these cases of acute 
osteomyehtis side by side, taking out the shaft m one case, 
and leaving it m m the other I will say that those treated con 
servatively while takmg longer to recover, presented quite as 
good end results as those in which the whole or part of the 
shaft had been removed There was complete regeneration and 
everything went along nicely The only trouble we had here 
‘ Surgical Cl n M of Chicago February 1918 p 129 
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was one of those rare complications, in\olvement of the joint 
m acute osteomyelitis In the great majont) of cases of csteo- 
mjehtis, of the shaft of the tibia we wfll say, the knee-joint is 
not involved, but it was involved here The mfection spread 
to and around the jomt, and to make a long story short it 
left this boy with an absolute bony ankylosis of the left knee 
at an angle about like this (indicating), so that he was walking 
m that waj at an angle of 120 degrees, absolutel} stiS and 
rigid, as is shown in these pictures, whidi give >■011 an an 
tenor and lateral view I was determmed to do something 
for the boy, as he was locapaatated phj'sically I planned an 
arthroplasty, hoping to get more or less motion in that knee- 
jomt An arthroplasty of the knee is about as difficult a job 
as one can tackle m the whole domam of surgery It is one of 
the toughest proposiuons imaginable— I mean where there is 
complete bony ankylosis The hip- or elbow joint is not in it 
with the knee If any one does much of this kind of suipcal 
n ork it will dnv e him to an early grave 

In the first place, you see by the pictures that he had ab- 
solute bony ankylosis I will desoibe bnefly what was done 
I cut down on cither side longitudinally, loosened up the flaps 
loosened up the patella made two flaps with the conv enty up- 
ward, reshaped the ends of the bones the femur and the end 
of the tibia I made two depressions in the tibia for the newly 
formed condyles of the femur and tuincd the patella completely 
around Not having put on a constnetor, there was a great 
deal of bleeding but not enough to obscure the different steps 
of the operation The operation took a httle ov er two hours to 
perfonn When the flaps were brought over the tibia they 
overlapped for quite a distance When I was through with the 
operation I could move the knee very well to a right angle I 
could straighten it easily and bend it to a nght angle It was 
dramed, and healing by primary umon took place Some time 
after be left the hospital he developed a small abscess imder 
the skm which had nothing to do with the knee jomt The 
difficult proposition here was to make a joint not only appron 
mately normal but to tTtaie it waght-beartvg keeping the leg 
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m line I lea%e it to >our judgment to say how much this boy 
been, benefited He is satisfied with the result because he 
can walk freely, without support, with his leg straight The 
plastic operation was done on July 19, 1917 You will notice 
that there is no lateral instabihty There is no nobbling 
The joint is weight bearing, which is one of the conditions we 
stn%e for I am satisfied with the condition I am not quite 
satisfied with the mobihty, but I am glad to hear that Dr 
Ridlon, who is present this afternoon, considers it a good 
result I would hke the boy to get more motion and I 
think he wiU as time goes on Is it not remarkable that, 
although we destroyed the lateral and cruaal hgaments, the 
knee does not wobble laterally? This is due to keepmg the 
Mis of the leg straight — keeping the hmb plumb It is 
almost as firm as the other leg I will show you * ray pic- 
tures that were taken a month or two after the operation— 
I think about six weeks— showing the way m which the tibia 
was shaped and fashioned to accommodate the condyles of the 
femur Here you see a lateral view I was afraid of this region 
for various reasons, in fact 1 did not sleep that night, and I will 
tell you why I did not know the condition of the external 
popliteal nerve, and I did not know whether the boy was gomg 
to develop gangrene of the leg or not ‘When 1 saw the boy the 
next day and felt of hiS toes they were mce and warm Motion 
was there, and a big load was taken off of my mmd The 
external popliteal nerve had been exposed and I felt sure I 
had not mjured it, but we can never tell We should he afraid 
of the circulation for the simple reason that here ^^as a hmb 
which was in a bent condition for years, and you nexer can 
tell what wiB happen when you straighten it If I had cut the 
external popliteal nerve the patient would have been worse off 
than before If we had unpaired circulation it rmght have 
meant amputation You sec how important it is, and I think 
Dr Ridlon will bear me out in saying that when a surgeon 
operates on an ankylosed knee jomt he will not be able to 
sleep that rught nor rest until he sees the patient the next 
monimg The result m this case confoms to the requirements 
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of arthrophstj of the knee inasmuch as it is weight-bearing 
The shoulder and elbow do not hat-e to be wei^t-bearing 
The knee must be weight bearing to be a good job If one 
cannot bear weight on the knee afterward, in spite of free 
motion, what good is it? It is better stiff I ha« known 
surgeons to stiffen them agam after arthroplasties to enable 
these patients to w alk. 



aad ap oa e gr osg of tpadnccp? cztessor 

Case I\' — The next patient Qlustiates a condition that 
forms one of the tj-pes of lajnrj of the extensor apparatus of 
the knee-joint. I beho e in dassihmg mjunes m the neigh 
borhood of the knee-joint not into fracture* of the patella, or 
to put fractures of the patella in the foreground, but to consider 
the who’e In the first place, we maj get an a\iil- 

Kion or s^jaratfon of the extensor tendon aboie the patella I 
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ha\e had cases of thi-^ tjpc here, with tearing off of the quad- 
riceps eatensor tendon, Jea\ing the patella intact (Iig 277) 
There is a transa erse laceration aboa c the patella absolutcl} dis- 
abling the patient The crucial test in such a case is this 
The patient Ijang in bed, with leg extended is not able to lift 
the leg ofi the bed in the extended position w ith an> of these 
injuries, unless it la a fracture of the patella isithout anj injury 



r 



Fig 279 — Longitudinal fratture t the iitella The longitudinal light streak 
between the aero the (raetuie 

of the lateral tponeurosis A suprapatellar laceration of the 
extensor tendon is a 'cr> serious tiisablmg injur> which cannot 
be treated conscrxdt»Ml\ It requires accurate suturing Next 
we ha\e the most common m)ur> m this region the so called 
fracture of the patella (Tig 278) Tracture of this sesamoid 
bone called the patella is as a rule the least part of the general 
injur> \ simiilc innsxerse fracture of the patella without any 
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laceration of the lateral capsule the la. oa and lateral etten-ion 
of the quadnceps tendon is not a se%erc disabling mjurv and 
can be treated con er\ati\eh because the extensor apparatus 
Is not impaired ^ou can get along mthout a patella The 
patella has been remQ\ed for tuberculosis and other condition 
and the functional result has been good «« that if the fasaal 



n, Fig 2»i 

I ZW} l>ui itudisal fra nre of the patfUa. 

Fig 2*1 A "u on of br I 'Amentum pa ellz The liganent u'ua 
came® with I a _ma 1 1 o bone The lateiaf la etauon -ai^ s extent but art 
uruaJ extea^ on b« th d 

apparatu- is mlact the mere fact of the patella being fractured 
Is not mch an at'full^ important thmg 

I •mil ‘ho % \ou m this connection a longitudinal fracture of 
the patella (Fig* 2 9 and 2S0 Speaking of fractures of the 
patella in the majont> of ca«es the> are transterse Rareh 
we get a longitudinal fracture of the patella I hate an x raj 
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picture o[ such t case which was ciused bj direct \io!cnce 
There was no functional disabihtj Ihe patient was able to 
lift the leg off the table and got well without operation But 
those are rare cases T lie important thing about the so called 
fracture of the patella is the lateral laceration of the capsule 
and m an operation for fracture of the patella the important 
tbng is to repair this lateral laceration much more so than to 
repair the patella itself Before the daj-s of aseptic surgen it 
was cuslomarj to throw a ligature or suture around the patella 
subculaneouslj and not consider the lateral laceration as a er> 
important 

Fmall) we come to this case which is an aaulsion of the 
hgamenlum patcllx from the tibial tubercle fFigs 281 and 
282) I ha\e asked this man what 1 e was doing at the tune 
he was hurt He said he slipped and fell and m an endcaaor 
to sa\e himself enormous muscular strain was applied with the 
patella as a fulcrum If it docs not break the patella or the 
tissues do not tear off abo\e the patella it ma> gi\c wa> below 
as it di I in this case He came m with an enormous hematoma 
in\ol\mg the knee joint He was unable to raise the leg off 
the bed The patella was not fractured but I could palpate 
the separation of the tissues below the patella As operation is 
the onlj proper treatment this was done Sometimes I turn 
a flap up and sometimes I turn it down In some cases where 
the con\eMt> of the flap was upward we haae had a little 
necrosis of the edge of the flap so that in the majority of cases 
I ha\e the con\e\il> of the flap dowaiward There is no objec 
tion to the scar being in front of the knee at least I ha\e ne\er 
found an) The flap is turned back and the proposition to 
deal wath is one of fixing the ligamentum patellse to the bone 
The lateral capsule was tom extensively in this case It is 
eas) enough to sew up the capsule but how can )ou fasten the 
bgament’ The ligament cannot be sutured to the bone the 
on!) thing to do is to nail it and that ib what we did here with 
a couple of wire nails These little shadows )ou see in the 
X ray picture represent htfle spicules of bone tom off from the 
tibia (Fig ■’82) Thai is a lateral mcw I now show )ou an 
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antenor The patient tias operated on August 23 1917 

I ha\e asked hun what he can do mth that knee and whether 
he can walk upstairs without taking one step at a tune and 
he sajs he can The result here has been ^erJ good and it 
ts-pi£{s> one of three mam acadeats that iniohe the extensor 
apparatus amUion of the Iigamentum patelte \Mien these 



Fig 2S2 — on of the Ii unrotum pateUx L Rameiit na ed to tibia 

tendons tear oil the) tear off a small portion of the bone on 
the order of a «prain fracture The postoperatit e treatment of 
all of the«e cases is the same After ten daxs or two weeks 
immobilization the leg kept m a posterior splint wluch i» 
lemosed esers da) or two for the purpose of making passne 
motion and massage The patient walks on the leg after the 
thud week aod from tbt. tune on an elastic support i» worn 
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and moderate actne ind passi\c motion indulged m It is a 
great mistake to immobilize too long snj six or eight -ttceks 
This prolongs the dtsabibt> for months and some of these 
patients ne\cr regain as free motion as they would with the 
other sj stem PassiNC motion shoull alwajs be gentle rough 
treatment does more harm than good 

Case V — Here 15 a patient who was injured October 31 1917 
and his case brings up a number of points m the treatment of 
fractures of the leg He comes in with a spiral fracture of the 
tibia (Tigs 383 and 284) He was hurt in carrjnng in a bag of coal 
He slipped fell and twisted the leg right around In such a case 
as this alwajs take two Mews That maj be an elementary 
thing to bring up before a body of gentlemen like yourscKes 
but if anybody asks you to giic your opinion in such a case 
withonly one plate donlgiNeit \ ou want two Mews always 
of e\cry fracture unless it is a fracture of the hip or a fracture 
of the skull But in a fracture of one ol the extremities dont 
base an opinion on one Mew only \ ou must bate two mows 
I haxe been \cry much puzzled at tunes by haMng only one 
view One would think that the bones were m ideal apposition 
until he sees the other mcw taken at right angles \ou can 
fool a jury or anybody with that picture of this leg (Fig 284) 
As I have said this may seem to you an elementary point but 
I urge you not to base your opinion on one Mew alone as you 
Will get youTseUes into trouble if you do 

We did here what we ilways do with these cases The 
patient was put on a Hawley table extension applied and while 
extension was on and the man was asleep a cast was put on 
We did this with this spiral fracture and you know we have 
right handed spirals anil left handed spirals If a man jumps 
off a car and turns m this maimer to the right (illustrating) it is 
a right handeil spiral an I the other one is a left handed spiral 
\ ou can tell from the character of the fracture how this man 
was hurt more or kss After the man had been anesthetized 
wnth the limb extender! an attempt at reduction was made and 
that was the result (tig 28^) It cannot stay like that We 
haxe tried conser\ali\c means and ha\e been unsuccessful So 
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F’ 243— '“Piral /ractufr f tibia Radi 'Cram laUn through cat after 
altempl ai redurtioo under aor^ihrlK and of lla e\ laf le The frasments 
oteing to their obliejue Lne of contact arv | rune to Lijbi n another producing 
a loDSltudmal and lateral <li.placeiDet>t The bat] end are ser> apt to be 
speared into the soft pad This is a t}|e of frariurt that c mm nlj requires 
open reduction 

Fi^ 244 —Lateral ww xhleit ho* the au> of iunb to t* correct giies 
no endcDCC «bate\er regarding the type of fracture or the am uni of displace- 
ment Eiemi I &es the neces H) of t«o »ie« 
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m a case like this we advise the patient to submit to operation, 
and when it comes to operating on fractures of the leg I \\ill 
shm\ jou one case later nhcre I used an inlav \ou can get 



rig 283 Fi" 286 

Fig 2SS— Fixation xlbLancilale \pi>r>\imation 15 not pcrlect there 
I 'till a tl t,hl (i placement The 1 late t, beaxur than neces ary but happened 

to be the < nh one axall ll ie 

I IS 2V.— lateral Me X 

the most accurate roechanicil results with a Lane plate but I 
do not like it betttr than an inla\ The plate is much quicker 
of applicition I will show >ou another patient on whom I 
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did an mlaj There is the least bit of displacement here (Fig 
286) and the result 1 =. not uhat >ou call ideal I am not 
sho^\mg him on that jiccount but on account of ivhat followed 
later I refer to dcJajed union That is something we ha\e 
to reckon with m our Lane plate operations This wound 
healed b) pnmarj uruon and thmgs went along ^er) mcelj 
for about three months The cast was on for two months and 
umon then seemed firm After three months however the 
plate was still in place but the thing wobbled I took out the 
plate under local anesthesia, it had to come out because the 
union was not firm I put the leg m a plaster corset and let 
him walk on if I believe Lane insists that if wc do not gef 
umon in these cases it b. due to infection But it is not infee 
tioa Thb case healed up clean from b^innmg to end jet we 
have delajed union but as soon as weight bearing funct on is 
estabhshed and the foreign bodv is out the union becomes 
fiiin It Is film enough now I am allowing the man to walk 
around and union is going to be absolutclj firm There is one 
of the drawbacks of the Lane plate or anj other device that 
bold# the bones unmovablj I don t care verj much about the 
bone plate A great deal has been said about the benefits of 
the bone phte owing to its being absorbable but it has all the 
faults of the Lane plate m that there is danger of infection and 
ab'orbabihtv to mv nund does not count for \erj much I do 
not know how jou gentlemen feel about it The principle is 
the same If the Lane pJate is bad the bone plate i# bad 
The bone-plate is much harder to put m and jou cannot do as 
mce a job with a thick bone plate as vou can with the Lane 
plate If ) ou decide to u»e foreign material m these cases use 
metal The nicest thing in cases of this kind is an inlaj but 
with an inlav jou cannot get as accurate apposition in oblique 
fractures as jnu can in transverse \ou can get good coapta 
tion for all practical purposes and jou get better union than 
with the Lane plates and 1 have been using Lane plates ever 
cmce thev came out The more espenence I have the more 
con-enwtive I become I will tij everj-thmg first before I 
operate have been earned along the crest of the wave of 
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populantj of the Line plate md much harm his been done by 
Its use Operations ha\c been performed b> men %\ho arc not 
qualified and patients are wilkmg around \\ith deformities and 
Sinuses who nc\er should hiie been opentid b> men incom 
petent to do the operation It happens once or twice a jcir 



Fg 287 Tb 288 Tig 281 

tig 287 S(ir3l traclute o( iKe tiba an I nUiquc fracture of th« t bula 
CoD<. tcrable overriding and laleral d placement Irreducible Some deformity 
pers sled after aUempts at rrJuction 

Fig 288 —Same as Tig 287 after reduction and applicat on of Parham llartin 
band I erfect reduction 

Fig 289 — After infection and remo al of band tno monlhj later Displacement 
has recurre 1 The sharp ends of Ue tones are Uccom ng nccrolic 

that we ha\c trouble here with such cases Speaking of mfec 
tion I will show >ou what happens During the time I oper 
ateil on the man whose pictures I will show jou there was a 
change in the intern and operating room scr\ice and it seemed 
as though almost CMr> case I operated on that week became 
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infected }et I felt it vas not fault Other men had infec 
tion> What happens to these operatnc ca'es when the\ be 
come infected’ 

Case \T — Here is a ca«c of «piral fracture of the tibia 
(Ti" 287) \\e did the same thing in bis case as we did in 

the pr(n'’ous one e had an f ras tahen inih the patient on a 
nawle\ table under an anesthetic Here i» the next picture 
•■howing the result after operation (Fig 288) E^ enthing went 
along beaiitifulls , the Parham Marlin band is in place and the 
result la ab-oluteh ideal After a sstch infection eupcriened 
and after a couple of weeks the Parham Marlin band had to 
come out fFig 289) The whole thing opened up and started 
that long and tedious cour«c of osteomschtb and necrosis and 
«cque«lratioD now going on for o\cr a sear (Figs 2S9 and ’90/ 
He was hurt nearh ajtarago He has a leg cornet on bewalki 
fairh well and has icia little deformiti He ha» a few sinu-<s 
but the end result b quite oood But think of the dL.ab3jt\ 
for a whole Aear Think of what that means cconomicallj and 
to the insurance compan' that b pasing hi^ weekh usdemnit) 
Think of what infection means Aou after a couple 
month? «eque«tra are coming awa% tFig 290) This end of the 
iffjia got Ioo«e and was pulled out We kept pulling bone* 
out for month? and month? but the thing to remember i? that 
eifntualh with good care the^ ca es turn out prelti well if 
thi' rccebe intelligent care in «pitc of osteom\ehti3 But the 
intcresluig feature i? tht ultimate result This picture “^hows 
the condition when mo?t of the eque-tra are out (Tig 291) 
He has no motion at thi scat of fracture he ha? good finn union 
although Jt b pjrtJ> nbruu? He walks around he u-e> a 
leather leg coret and i» doing \ers well but thmk of the long 
di-3biht\ W e bould not undertake bone operation? hghth 
e\er and ne\er if we ha\e not the proper mdicdtion? for opera 
ti\e interference and thcMi indication? are thi inabiUti b% con 
ecntitne means to properK coaptale ihi iragments If the 
fragments are not propcrl} coapted it iiia\ leaic functional 
dLabiIit\ 

Fracture in the * rax picture alwa\? l(X)k wore than thex 



SURGICAL CLI^nc ON TRACTURl'’ S59 

are m realitj The a ra> picture is onlj a shadow , and I ha\e 
cut down On fractures and found the> were not as badlj dis- 
placed as I thought ihcj were from the looks of the picture 
fn these operatue cases we stmc to get both a good cosmetic 



and lunctional result Considering the great degree of infection 
and sequestration the ultimate result in this case 15 verj good 
t ASE \ II — This man was injured Tebruarj 2, 1918 It is 
amithtr case ol spiral fracture of the tibia and fibula (Fig 292) 
lhf.se fractures art almost impossible of reduction, but that 
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docs not moan that all these fractures ha\e to be operated on 
not am means '\ou can get a -xei^ good functional result 
without operation in mam instances bi extension and manipu 
lation e%cn if there i> lateral deviation I was taught a les.on 
a number of jears ago in a case of this kmd and it helped to 
dampen mv ardor relative to the operative treatment m irac 



FlS W’ F; WJ 

fl" 29"’ — Spiral (jacture ol tbf Ub a and U qut fraciun of ihc fibula Fracture 
bv tor> sal aolcacr 

F* 29i Spiral Iraclutt alter attempt at reduci oa un Hard' table It i* 
oh 10U5 wh' f)one= »>n tide b> a -onn * ira i a ^-e* 

tures of this kind On a tnp to \la ka one ol mv fellow pas 
«engers shpped and fell sustaining a fracture of the leg I put 
him in a blanket «plmt and brought him from Skagwav to Seat 
tie w^here he was taken to the Swedish Hospital x rav pictures 
were taken and it vraa found that be had a spiral Iracture of 
the tibu with moderate defoniutv If I had had that man m 
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Chicago I undoubtedly would have operated on him but being 
in a strange at> and m a strange hospital I put him to sleep 
put on a plaster cast and brought him home lie showed less 
deformity than this case (Fig 293) as there was 2 inch lateral 
deviation He got good uiuon and 1 splendid functional re 
suit If an r ray picture were taken now we would find a 
lateral deviation of | inch but bis leg is no shorter apparently 
He IS pleased with the result ^\Tut surgeon has not at one 
tune or another advised operative correction of a fracture which 
the patient refused to submit to and then have the case turn 
out very satisfactorily under conservative treatment^ Those 
are the jolts that do you good 

Here was a spiral fracture of the tibn This picture was 
taken February 3d and the other one was taken February 8tb 
There is the difficulty m this case The patient comes in with 
the same kind of a spiral fracture as the previous cases The 
most elaborate care is taken he is pul on a Hawley table the 
leg extended a cast put on but if anything the bmb is worse 
than it was before (Fig 293) In this fracture this (indi 
eating) acts is an incbncd plane and these bones sbde by 
You cannot keep them m place An operation wis proposed 
here and the patient consented I used here the Hoglund saw 
which works nicely While the inlay operation is not difficult 
to do it takes a longer tune than the msertion of a Lane plate 
This IS an anteroposterior view (Fig 29-t) but it shows the 
ends of the inlay extending down to the point I show y ou and 
the Wires holding it in place I will show you the other view 
(Fig 295) With a Parham band or Lane plate you can get 
more accurate coaptation m an oblique fracture than you can 
wnth an inlay This shows what I mean here In spite of 
everything fitting all right you cannot prevent this from sliding 
down a bttlc bit in the mlay It is only a little ov er a month 
since the operation was done and the patient has still his cast 
on The stitches are out and the wound is clean I made a 
large semilunar flap turned it to the inner side so that after 
ward the sutures wouUl not he directly above the operation on 
the bone If vou get a sUtch abscess over to the side it is not 
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hkel} to be followed b> an> «ctious results This has been on 
about a month and I will lease it on for probabh another 
three weeks, then it will be taken off and if neces'an, I will 
put on a leg corset and get the patient on his feet as «oon as 
possible bearing weight on the lunb That is a point I think 



F 4 29J F« 29s 

Fi£ 21M — \Iler inbv viinal n Hide 1 soil a ■‘tishl amount of lateral <ii‘ 
placement In1a> show> m d m mill re \rro« hoi«s where the two fragment 
of lnla^ are in contact 

Fig 293 — Side den of Fig 291 tin the hi lie •[ pro\imatinn I' sera good 
The upper wire ba br hen but graft 1 intact 

that Is oftentimes o%erlooked m casts of malunion or dela%cd 
union The putting on of l^ne pbtes for non union is ab«o- 
luteh reprehensible It is out of date it is no good at all ^ 
Lane plate is out of place in non union The natural thing for 
non umon is an inla> For malunion the best thing is to get 
the patient on his feet with a leg corset and union becomes fim 
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in a short time is a rule The plaster cast extends from the 
malleoh to the tuberosities of the tibia allows free motion of 
the anUe and knee I am a Rreat bclicair in that 

I showed jou a moment ago a rarcfjmg osteitis that occurs 
from disuse At the scat of fracture there is a rarclj ing osteitis 
If JOU have delajed union pul on a cast andkeeji the fragments 
from becoming bent and bucUeil but let the patient walk and 
JOU will get union 

There is one thmg we have given mtcrnall} with good re 
suits and that is thjToid extract In the verj lirst \lbee mhv 
I made a few jears ago I failed to fasten the inlav suflicientlv 
I hammered it in It was a case of transverse fracture with 
non union and that inlaj did not stnj m place It moved and 
d became absorbed and the man hail non union almost the 
same afterward as he did before the inlaj was put in \side from 
using a leg corset I put him on thjTOid tablets 5 grains three 
tunes dailj for six weeks and I believe it had a good deal to 
do With the solidification ol the fracture I mention that to 
JOU for what it is worth but it is more or less empiric 

Case VIII — Fracture of the Os Calcis — Here is a tvpe of 
fracture that I believe is important to jou mihtarj men from 
the standpoint of prognosis and treatment This man was 
cleaning windows lost his balance fell and landed with one 
foot on the cement and one foot on the grass The foot that 
landed on the cement w as injured the patient sustainmg a fnc 
ture ot the os calcis (Fig 296) Tht fracture here through the 
narrow neck of the os calcis is the most frequent seat of fracture 
get fractures m all directions some in which a small oblique 
piece of bone has been broken off and pulled up bj means of 
the tendo achilhs some ire impacted and some are not im 
pacted The question of treatment and prognosis is verj im 
portant As to treatment the question is whether in the first 
place to treat it conservativelj as I did here or to make trac 
tion bj getting behmd the tendo achillts with some instrument 
pulling down nailing it with a spike or dmmg in a bone peg 
I have some pictures of spikes and nails Spikes and nails are 
not worth much as a rule because thej are foreign material 
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F o 296 — Fractu t trf the 05 faln^ » 


beheve operation would get us a better reaui 
to get now and I did nothing except to put the 
and flexion 


Fractures, of the os calcis are prone to result in 
of disabiht) Some of them ne^e^ get well Some ' «« 
tients will complain of pam and disabihu for }ears ai 
and it IS important to know that when it comes to ma 
report for an insurance companj or a corporation because 
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want to kno^^ ho^^ long the man js entitled to disabilitj Some 
of these patients are left peimancntl) disabled Fractures of 
this t>-pe of which I ha\c had quite a number have done \er> 
well under conscr\ati\e treatment I do not like cutting down 
on them and pegging the fracture unless the deformitj is great 
I did nothing in this case except to put on a cast It is im 
portant to gi\ e the man lime enough afteravard for union I 
will not allow him to put any weight on that foot for three or 
four months Then he should wear some kmd of support to 
pre\ent the arch from breaking down I would hke to hear an 
expression of opinion from Dr Ridlon in regard to thi'» case 
Dr Ridlon In a Iractme of this type 1 should ha\ e molded 
the foot in as good «hapc as possible with the cast and wait 
for the man to get well and if he has good function without 
doing an> thing else I would let it go at that If I could trim 
off some of the outside fragments some callus which is restrict 
ing motion afterward I would do that That is all I would do 
Dr Hessert (resuming) That is the wa> I feel about it 
In a case of this kind I agree absolutely with Dr Ridlon that 
we should be as consersatise as possible if there is fair approxi 
mation beliexang that function will be fairly good Of course 
it may not be as good as il was before We get lots of cases of 
fractures in firemen and workmen who fall from ladders or 
scaffolds and there are other elements to be considered than 
those of an operative nature As a rule men with fractures of 
the os calcis have \ long period of disability 

CssE I\ — Ihis man whom you see in bed is seventy six 
years of age He sustamctl one of the worst comminuted frac 
tures of the neck and trochanters of the femur that I have ever 
seen (Fig 297 He fell on the sidewalk and sustained this 
severe injury This is a very simple double inclined plane which 
you see m use here and one we have used for a very longtime 
(Fig 29S1 What does it do> With it you get flexion of the 
hip you can get abduction of the thigh and flexion of the knee 
and extension Of course we have different kinds of boxes 
We have some that ate adjustable allowing the knee to be 
raised and further flexed This apparatus answers very well in 
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I ln\ e spited a hip-jomt for non union but the spites came out 
and the hip was worse than it wa> before That does not hap- 
pen with an iiiLi% or graft ^ou can reduce these fragmenb 
if there i> much dcfomutj and dnie m a bone-peg If neces- 
sarv , ^ ou can first tenotomize the teido achillis M\ judgment 
was that thia fracture sras impacted The foot did not loot 
flat nor did the radiogram show much defomut) so it was nij 
judgment that I should not do anrthmg radical I do not 





r «■ — Fraounr o lie o' oJct. » (Ji ucpafOon 

belie\e operation would get us a better result than he is going 
to get now and I did nothing escept to put the foot in in% ersion 
and flemon 

Fractures of the o» calcic are prone to re'ult in a long penod 
of disabilit\ Some of them ne\er get well ''ome of the pa 
tients will complain of pain and disabilit\ for \ears and a ears 
and it is important to know that when it comes to making a 
report for an insurance compani or a corporation because thej 
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want to know how long the man is entitled to disabilit) Some 
of these patients are left permanently disabled Fractures of 
this type of which I ha^c had quite a number ha^e done ^c^} 
well under conser\atue treatment I do not like cutting down 
on them and pegging the fracture unless the deformity is great 
I did nothing m this case except to put on a cast It is im 
portant to gi\e the man time enough aftenvard for union I 
will not allow him to put any weight on that foot for three or 
four months Then he should wear some kmd of support to 
pre\ent the arch from breaking down I would like to hear an 
expression of opinion from Dr Ridlon in regard to this case 
Dr Ridlon In a fracture of this type I should hav e molded 
the foot in as good shape as possible with the cast and wait 
for the man to get well and if he has good function without 
doing anything else 1 would let it go at that If I could trim 
off some of the outside fragments some callus which is restrict 
mg motion aftenvard I would do that That is all I would do 
Dr Hessert (resuming) That i» the way I feel about it 
In a case oJ tbs kind I agree absolutely with Dr Ridlon that 
we should be as conservative as possible if there is fair approxi 
mation bcbevuig that function will be fairly good Of course 
it may not be as good as it was before We get lots of ca«es of 
fractures m firemen and workmen who fall from ladders or 
scaffolds and there are other elements to be considered than 
those of an operative nature As a rule men with fractures of 
the os calcis have i long period of disability 

Case IX — This man whom you see in bed is seventy six 
years of age He sustained one of the worst comminuted frac 
tures of the neck and trochanters of the femur that I hlv e ev er 
seen (Fig ’9/) He fell on the sidewalk, and sustained this 
severe injury This is a very simple double inclined plane wbch 
you see m use here and one we have used for a very long time 
(Fig 298) What does it do’ With it you get flexion of the 
hip you can get abduction of the tbgh and flexion of the knee 
and extension Of course we have different kinds of boxes 
We tLavc some tint are adjustable aUnwing the kwee to be 
raised and further flexed This apparatus answers very well m 




I"" "N — Comminuted mintrockant o r» «ur f the femur m an od 
nun \o e calcified femoral arlen There t. «o«iie rpn of the n™ 
acetabulum the result of an old arlhntb 

ha\e a little abduction we ha\e flcTion and we ha%e perfect 
eTten«ion It works all the tune da\ an J night and I iHuik 
itisa\erv fine method of treating fractures of the femur '^ith 
it j ou can treat fractures of the neck of the femur \ ou can treat 
eubtrochantcnc fractures becau«e there is an in Iication for fles 
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ion m treatment in fractures of the upper end, for m those 
fractures of the upper end the fragment is pulled Upward You 
get flexion and abduction You nn accommodate the loucr 
fragment to the upper one bj flexion abduction, and extension 
This apparatus gives jou >our extension and flexion We have 
some at a greater angle, some that are adjustable, and the 
results are very fine Some ol the cases of fractutc of the shaft 
that can be treated conserv ativ el> do not require flexion at the 



1 la 218 — liouUi inclined plane— old nooden model T^e leg is placed in 
Ihc Ij T and ihc loot hcM in position H> means of lateral strips of adhe lie 
(ila-lrr similar to Buck s eslenvion The nbole apparatus !■. then placed on a 
Imcd e\Xendin 5 over the foot of the bed itiebned at an> ijesiiable elc\a\ion, 
anil the Height card i> tied to the e>elet on hoe Rollers arc placed under the 
l;i'\ 1 1 lessen friclmn This outfit is etude, but \er> serviceable 

hip or knee You can treat them with simple extension A 
transi erse fracture of the shaft of the femur to me means opera- 
tion I would like to see some one treat conserv atiielj a trans- 
verse fracture and get the fragments in apposition, I have 
never been able to do it with satisfaction In oblique fractures 
1 would use the external Hamilton spbnt and Buck’s extension 
\s I have said transverse fracture means operation m ninetj- 
iwne ca'ves out of a hundred and we operate on them with good 
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results This min has been in bed two weeks He feels com 
ioitaWc ^^e will keep him m this apparatus until we get 
some union dependmg on conditions which ina> be six or 
eight weeks He will not be able to use that leg proMclcd we 



Fig 301 Fig 30 > 

Fig 301 — Anleroposteror Me ot S[»i:al /racture of femur Note calcified 
femoral artcr} This is the position before af^lving cxtens on 
Fig 302 — 'Spiral fracture of lower end of femur There is about one inch short 
ening »hich was corrected b> cxien'ion 

get union for three or four months \s soon as we get sufli 
cient solidification we can get hun up in a plaster cast There 
IS alwajs danger of h>'postaUc pneumonia in these cases and 
if he should de\clop signs of pneumonia it will be necessarj to 
change the treatment entirely and get him up 
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C \SE X — ^Thia Rian b sist\ four \ ears of age He sustained 
a spiral fracture of the femur at the junction of the lower snih 
the middle third (Figs 30J and 302) Thb case caJh for ei 
ten-ion and flexion of the knee He i? m a double inclined 
plane with flexion at the hip and flexion of the knee, with the 
nece— -arx amount of extension He has 15 pounds on for ex 
tension The heel k kept free from the underhmg surface 
Lateral strip' of plaster arc earned around the foot of the ap- 



^ 


’'U — tniiniie<l f/acinre of recL of femur — l«o \far« 'tandiiJS Some 
absorption of neck Great pars aixi dteabil n The dutal Irapnent is resting 
a-ainit the run of the aceubuIiUB There If inches ehonemag 

paraUis and the traction is made parth on the box and partli 
on the leg (-ee Fig 29S) The adhe^ne plaster is earned o%er 
the line of his fracture This contnvance is one that an\ car 
penter can make for xou or xou can make a \ ourself 

CxSE XI — This man is fortx \tars of age He fell off a 
ladder, striking on his bip and susUined a fracture of the neck 
of the nght femur He was greatlx disabled He went on 
untreated for two 'ears, during which time he suffered great 
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pain He uas so disabled that he could not work He felt 
miserable I will show >ou an jt raj showing the fracture 
(Fig 303) As a last resort he came here and we were deter 
mined to do an open operation I made an anterior incision 
and an outer inasion cut down on the joint and much to m^ 
■surprise after two jears there was no union I was not able 
to demonstrate that before operation owing probabI> to the 
great muscuhr rigidil> and e\en the •» ray picture did not 



Fo 304 — Bone peg from tibia dt en into head of femur Peg projects 
1 „htly bejond head of bone Pos turn of head and shaft is more nearly normal 
than in pre lous \ie bbortening corrected to ’ inch 

enlighten me on that WTien he was asleep I saw there was 
rnotion at the point of fracture We dragged the limb o\er 
extended it abducted it and put in a bone peg There was 
no union and there was motion at the seat of fracture There 
is considerable absorption of the neck I abducted it some 
then took a graft from the tibia and droxe it in here \\e took 
the cast off after eight weeks to look at it and it is m perfect 
condition He has no\> about | mch shortening He had 
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inches before operation Having rnimobilized the fracture, it 
relje%cd pain and will restore ht. function So far the result 
has been ^ cr\ satufactorv fFig 30i) 

Case \II — Here is an ar Ta\ picture of an impacted frac 
ture of the neck of the femur that rai es the question of the 
ad\Tsabihtt of breaking up such fractures (Fig 30a) I do not 
knoit tihelher I can take a dogmatic stand on that or not, as 
sometimes I am m doubt whether to break them up or not I 



.L 


Fa; 30? — Case of impacted fractuir of the nccl of the femiar Poat on \en fair 
— not tnuch de/ottniii or bortenin ten httleeicr'iua of fool 

Will S3^ this howescr u i> not the ea'.ie't thing to break them 
up unless }ou u®e brute force and po^ ibh cause =ome further 
mjur\ If there is not too much escision if there is not too 
much shortening I would Jet that man go taking mto account 
the a^e of the patient and his general rondition In other 
words if there is htlle ever'wn and not toy much ihortenmg I 
would let the man alone as 1 did here It n as the proper thing 
to do because I beheie the n-^uJl we got here with onlj about 
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3 inch shortening is \ erj good I tooV his cast off the other 
da> and the result is not much worse than jou would get b) 
another method I would not operate on a patient with a frac 
ture of tbs kind I hehexe in a case of impacted fracture if 
the position is good and there n. not too much c\ersion (there 
IS bound to be some) and there b> not too much shortening I 
would let him alone That is the tta\ I ha\c been treating 
these cases here at this hospital and I am getting probablj as 
good results as an^bod) else with fractures of the neck oi the 
femur I see a lot of cases that are treated elseirhere with no 
better results than ours I did not put on an> extension as 
it was not required I put him m a bod> cast He has been 
up and around because I took the cast off the other daa It 
IS about SIX weeks since he was here Even if a fracture is 
impacted it does not necessanij mean that it cannot loosen up 
afterward and result in more deformiU if the man gets up and 
puts weight on the leg too soon ^ou have doubtless heard of 
Cottons treatment of hip fractures b\ impaction He has had 
splendid results m that wav I have seen patients in whom he 
has demonstrated beautiful results I have seen results just as 
good from other methods 1 do not know whether I agree 
wath him as to the advisabilitv ol this line 01 treatment If it 
IS not the best thing to do under all cirtumstanccs let it alone 
treat the case conscrvativeh pul the patient in a cast and keep 
him up and around 

Case XIII — This old man was brought here October 3 1917 
with a compound comnimuled fracture of the tibia and fibula 
Tbs fracture box shows >ou how aou can get all the flexion >ou 
want (see Fig ’98) If jou want acute flexion jou can get it 
kou can make such an apparatus as this >ourself or >ou can 
have a carpenter make it for >ou m a short time and it is suf 
fiaent I have been connected with this hospital for ten 5ears 
and dunng that time I have used tbs apparatus a great deal 
I do not use it in every case hut there are certain cases where 
It comes in v eiy handj and can be used to great adv antage 

In compound fractures we fin.! treat the infection and sec 
ondl} the bone If necessary we open it up wide!> get the 
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freest po-'ible drainage as long as necessar} , or until such time 
as we can deal wath the bone itself Prunar) operations on 
the bone are not indicated I would gel the bones together as 



well as po-sible pnmanh and later on pel better reduction 
but treat the wound as a wound tost of all That is what we 

did here ^ ^ , .x. 

4s a rule, sou can tell from the picture in what direction the 
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lorce 'vas ipplied in produang a fracture The force was 
applied from this side (indicating) The tissues started to 
break or separate at the point I show you and one line of the 



1 iK so*) — Fraclute of the ne k of femur of s x eel? stand ng I'-o union 
Not impacted bhorumng c u)d not he determ ned as the leg as alreadj short 
the result of a pre lous accident 

fracture ran up like this (indicating — Fig 306) and another m 
that tlirection and oftentimes this, triangular piece is loose in 
there This patient was treated this way and this pirjLuie 
us a side ^^e\^ He had a certain amount of necrosis and se 



n-ILLL\iI HES^ERT 


S76 

qi-felration but no infection m the «tnct «en>e of tte we’d. 
The picture «hows a pierfect reduction taken throush the ca-t 
(Fiu 307) and 'ou can *ee the bones are jjerfectK lined up 
The other ^■leT «hcnv5 reduction of the bones to keep the line 
Itself p’‘esen‘ed, and it is a good result Some of th&e looe 



Fl— — Ctr'vl.jn-' vrti 1. «i pt- ■«=. » bl »• jj bead < 

fc2r_ k' t i-.^=a t wa. «' 

frasments came out in tune This picture was taken Januarv 
1 t (Fii 30^^ Iq the ireantnre «ome of these fragments 
either came out themsehes <»• were renjo\ed There u one 
<till ID there and F u esTdenth goji-r to su% After the 
had healed up and the bones were lairK united I put a. 
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leg corset on him and illowed him to walk around and took it 
off some time ago The old gentleman is gomg to ha\ e a good 
result even though the bones are not in good apposition cos 
meticallj 

I do not use Lane plates in compound fractures except once 
in a \ery great while In compound fractures in svhich the 



Fig 311 — Anter r \ie* ol Potts fractuic Fratture of fibula somewhat 
indistinct Asnagalus IS slightly displaced Hole the intenal between 

astragalus and internal malleolus 

soft parts are \er> extensi\elj lararated and the bones exten 
sitely exposed — that is the only place where I would put on a 
Lane plate and then take it off later As a general proposition 
howeter I do not advise any fixation apparatus or internal 
splinting of compound fractures 
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Case XIV— Here is another hip case The patient a 
railroad man b^ occupation He feU doivn and fractured hb 
hip (Fig 309) He was at home for six weeks without treat 
ment, and I «aw him at the house, diagnosed a fracture of the 
hip and sent him to this ho'pital WTielher m^ judgment b 
correct or not in w hat is to follow I will tea\ e to ^ ou I deter 



ri5 .312 — Ijteral of Totl »lraciuie »Iio,ring pUicJ} tbc fracture of iht fibula 

mmed that if at the end of six w^Ls there was no union the 
best thing I could do would be to dn\e a bone peg in there 
which I did \en soon after be caine m and I think the result 
Is going to be ler' good TTu> picture shows the condition 
shortly afterward (Fig 310> He was operated on September 3 
JQJ7 about «ixmonths ago Ht has no cast on Hehasprett\ 
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good motion of the hip iwl knee Ihis picture uas taken 
more recentlj and shows the graft in place The angle I be 
lieve IS prett) "cU preserved He has a deformed foot and 
we cannot predict the degree of usefulness it ma> reach 
but I think we did the best thing for hun under the circum 
stances 

Case \\ — Here is a man with an ordinary Pott s fracture 
I have already spoken of the importance of havnng two views 




r " 113 \ d ITcrent l>pc ol lolls fracture n that the e s a fracture of 

the nner malleolus alio ng ercater d placement of the astra'^lu outnard to 
the fibular 1 


of such Iracturcs In looking antcroposteriorl> v ou cannot tell 
that anj thing has been wrong unless jou are careful (Fig 311) 
That looks all right except the relation of the astragalus to 
the inner malleolus is not normal There is some outward dis 
location there This lateral view (Fig 312) shows distinctlj an 
oblique Iracturc ol the fibula There i» nothing remarkable 
about this ca c it is a t>-pical fracture of the Pott s v arietj 
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Fie 3U— X>ateral vi<<r Kbcb p\ti n« u t Mortpuoa u to the uDOUOt o{ 
defomut) Note the <mill piece of bone lore from the &atenor edge of tibta. 
Sotnebmes a lar^ p ec« is broLeo o3 hen tOoviD; bsch^td dLlocauon 


The ca^e shows the value of alwavb having two pictures talen 
at right angles to one another 
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A GENERAL DISCUSSION OF FRACTURES 


SMBiniafy A case of fraclurc ol (etnoral shaft vuh non on on — causes ol non 
unon fYii on m fractures— the piaster cast versus s| I nu ncccssly (early 
waoipulation of }o nis ne r,n nr OR 1 ne of fracture enriy treatment oi com 
pound fractures— krrpfnnrvan Iforrefsout thet arnl Pak n ircitmenl 
proper place of the * ray in tl e treatment of fracturev intern il f v t n— 
fixation by imp-iclton— fore ftn loly and autogen us 1 ne gr ft nt rnal 
SI I nts 

We come totla> fo Ur i^cncrai iliscu«ion of fncturcs 1 
fed that if I occupj some of jour time in athance m driving 
home to you m such a fislnon is to impress them indelibly 
upon your mind some \cr> important point' it will he time 
well spent ^Iuch has been said iml svnttcn upon this subject 
Much Will be Slid and written for i long timi tn come I ven 
then much will remain to be cmphisizcd In no hrancli of 
surgery can more glowing results be obtainetl than in bone 
work Likevvisc m no branch of surgery cm more disastrous 
experience be met more unsatisf iclory results be obtimed or 
more adverse criticism be hurled at i doctor thin m the de 
partment of bone surgery I im showing y ou here as an evi 
lienee of this statement four views of a fracture of-the femur 
The first two pictures (Pigs 3IS and 316) were I iken last \Ggust 
shortly after the accident ITic last two were taken last week 
(Figs 317 and 318) This ease came to me last week with the 
story of the injury being the result of in automobile accident 
The accident occurred m May 1917 I he case has been treated 
and has been under constant observation No one can say in 
any given ease why non union results but I do say that m this 
case all the elements appeared in favor of union Nature ibd 
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riR 314— Lstfril view «hich pics no gsi conceptnn as lo tbe smounl 
de/omiitj Note the smill piece of bone lorn from the anterint edge of 
Sometimes a large piece is broLen oil here allowing bscLnard d 'location 


The case shoMS the \alue ol alx\a\s hating tt\o pictures taken 
at right angles to one another 
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A GENERAL DISCUSSION OF FRACTURES 

Mammary A case of fraclurc oi fmoral shaft «Hh non un on— causes of non 
union foaUon in ftadvires — Ihc plaster cast \ersus splints necessity of tarty 
manipulation of joints nriobbonng line of fracture tarty tnatmeat of com 
pound fraclutes— Keep fnttersand forcepsout the Carrel Dakm treatment 
proper place of the s ray in the treatment of fractures internal lualion— 
niauon by nopaeiion— foreign tody and autogenous bone-graft intenal 
•plints 

come todaj to the general discussion oi fractures I 
feel that if I occupy some of >our tune m advance m dnving 
home to you m such a fashion as to impress them indebbly 
upon your mind some very important points it will be tune 
«ell spent Jfucli has been said and wTitten upon this subject 
uch Will be said and written for a long tune to come Even 
t en umci will remain to be emphasized In no branch ol 
surgery can more glowing results be obtained than in bone 
work Likewise m no branch of surgery can more disastrous 
Mpenence be met, more unsatisfactory results be obtained or 
more adveme cntiasm be hurled at a doctor than m the de 
partment of bone surgery I am showmg you here as an evi 
ente of this statement four -views of a fracture oL-Uie femur 
vft ^ti fEigs 315 and 316) were taken last August 

<F^ -iccident The list two were taken last week 

17 and 318) This case came to me last week with the 
oty of the uijury being the result of an automobile accident 
and occurred in May , 1917 The case has been treated 

anv under constant observation No one can say in. 

union results, but 1 do say that m this 
^ e elements appeared m favor of union Nature did 
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her share as she alwax's will if giicn half a chance Figures 
31a and 316 show an abundance of good callus ^\'hen I first 
saw this CU'C no restraint wa» worn bi the patient except for 
two or three stiff fiber ■'tnpa about Ij inches wade held m place 




r sjj ^ 

Fg: ol »ndoI6 Tran ««« *««“« t«niir « few da *f er heacdn 

bx a flimsx cotton bandage \ cast had been worn but was 
remoxed three months ago bx the attending mans, order and 
the patient was told to watt. From Fig 31 and 318 xou 
can cMm a fair estimate of the patient s abilitx to u e her leg 



lig 317 life 318 

I Igs 117 and 118 — bimc fractuie shown m Fijs Jla and 316 but radiographed 
a)x)u( one >ear later \ ca<c of non union 


This brings us to the cause of non union B> far the most 
frequent cause is the interposition of soft tissue between frag 
mems \ouask How nn> weknow u is there^ In practical!) 
e\er\ t ist of fneture with Mtensixe displacement of the frag 
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her 'hare as she alwa\-s will if gi\en half a chance Figures 
31a and 316 «bow an abundance of good caUu ^Tien I fir^t 
«aw this case no restraint was worn b\ the patient except for 
two or three stiff fiber ^inps about li inches wide held in place 



Fu 313 ^ 3l6 

F^ 31 »ad sl&-— Traurtr^e inctufe oi feixrur a «k da * ler thf a c dent- 


b^ a cotton baD(l3<'e \ cast had been worn but was 

removed three month, a*^ b\ the attending mans order and 
the patient was told to waft. From Fio^ 31, and ol8 \ou 
can a c-timate of the patient s abilitv to u-e her leg 
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process fracture between the cond>Ics of the humerus and 
fracture of the internal condjle should be dressed m complete 
or nearl} complete extension 

Ne\er fail to mo\c and mimpulatc joints after the first 
week or ten dajs and continue it at regular interaaK afteniard 
If you neglect this point ankylosis will be your penalty So 
much /or (he conscr\'ati\'e treatment of fractures 

hefore taking up the subject of operative interference I 
wish to say a few words relative to compound fractures and 
my first demand of you is this Keep your fingers out If a 
bone protrudes asepticize it as thoroughly as possible with no 
bandbng by fingers and return it Sometimes paintmg with 
t ncture of lodin will suffice If only a small splinter protrudes 
with sterile bone clipping forceps clip it of! pressing hard on the 
skin to push out that part which is just under the skin Keep 
your fingers out of the wound keep your forceps out of the 
wound unless an artery is lacerated which must be tied keep 
your probes and drams out of the wound I am thoroughly 
convinced that a great deal of the infection that occurs m com 
pound fractures is directly tractable to meddlesome interference 
by us doctors I am so convinced of it that m the compound 
fractures tlut come to me an I through the corporation work 
which I do I see many I have adopted a systematic method of 
treatment If the bone protrudes I follow the advace I have 
just given If the bone does not protrude I first cover the 
wound and thoroughly cleanse the surrounding skin removing 
grease with benzine and alcohol and drying after which I 
paint a large area with tincture of lodia This removes the 
possibility of washmg foreign matter into the wound If dirt 
>s really ground into the wround I remove it with sterile forceps 
otherwise I thoroughly infiltrate the wound with tmeture of 
ro lin and dress it with no further manipulation After three 
days if no mfection occurs I suture the wound and obtain 
union by primary intention 

I am showing here illustrations of a compound fracture 
treated accordmg to the techmc just given with no mfection 
and primary union of all subcutaneous structures (Figs 319 and 
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ments soft tb.»ue will find its waj between the ends of the bone 
If this happens the case must be operated for the osteoblasts 
from either <ide will not penetrate the tissue If the displace- 
ment Is not marked or if reduction is easD^ accompli-hed and 
mamtamed there is most probabK no tissue between the frag 
ments These cases can be treated b\ the ctmsen ati\ e method 
and a good result functional and anatomic will be obtained. 
\ature is a wonderful 'urgeon and if gjien a fair opportuniU 
will do a great deal for \ou Among other causes of non umon 
nla^ be mentioned poorK adjusted or improper devices for tm 
mobilization Let me sav now Beware of the complete or 
cular cast If jou must put one on split it as 'oon as it has 
hardened If vou do not some dav \ou will have an ischemia 
of a limb or a paresis from coostnction Lfl^ewise I would urge 
vou to refrain from applvmg a cast for at least three davs fol 
lowing the mjurv Almost immediateh after a fracture swell 
mg occurs and continues for a variable penod If a cast is 
applied the least to be eipected is a poorlv adjusted appliance 
b^u>e the cast is gaged (o an abnormaUv large limb and when 
it resumes its normal condition the cast is loo e and non-ef 
fective Another advantage of phtiuig a circular east that 
mav be properlv mentioned here is that as shrinkage of the 
part occurs — as it does and will occur ui even instance — the 
cast mav be trimmed and so kept clo«e fitting 

The health of the individual and his metabohe activities are 
among the factors to be reckoned with in non umon 

As to the tv-pe of re~tnimt to be u_cd as a general rule to 
follow I maj sav that casts or estension 'hould be applied for 
^11 fractures of the lower extremities For the upper estremi 
ties c2-ts mav be used with excellent results above the elbow 
For fractures of the foreann between the elbow and wrist I 
prefer 'plinls and I would urge vou if vou resort to that treat 
ment to use two — one anterior and one posterior — to be read 
justed just as often as neoc'sarv Fractures of the elbow re 
quire 'peoal attention and special adjustment. In the ma 
lontv of cases the posiUon of acute flexion the so-called Jones 
^ ition wDl giv e the de«ued result. Fracture of the olecranon 
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all parts of the wound with a solution of sodium bicarbonate, 
calaum chlond, and bone aod in the following proportions 


Sodium bicubonatc 18 

C&laum chlond U 

Bone *cid 5 

t\»ter 1000 


The sodium bicarbonate reacts with the bone aod m the fol 
losing maimer to form boraT 

2NaHCO, + 4H,BO, = Na,B»Oi + 2COi + 7HiO 

A further reaction takes place between the bora* and chlond of 
hme (bleachmg powder) thus 

Na,B «07 + Ca(aO)t - 2NaOCl + CaB,0» 

In tbs manner sodium hypocblonte was formed The chlorine 
atom was unstable and hberated m a wound, performed its 
disinfectant and antiseptic function For the same reason, its 
instability, fresh solutions were necessary I wall say now 
that It IS not Labanaque’s solution and it bears no relationsbp 
to it 

Further work brought out the fact that the hypochbnte 
underwent a chemical reaction in contact with proteins m the 
Viound secretions and formed a chloraimn wbch exerted the 
germiadal action m an infected wound Chlorarmns are the 
active pnnaples m solution used now in the Carrel Dakin 
treatment and they are used up to 2 per cent strength These 
preparations have great advantages over the first solutions, chief 
among them bemg that they are less irritating possessing prac 
tically no irritant qualities, and can be used m greater strength 
The onginal solutions were causbc and imtatmg to the unbroken 
skm and necessitated measures of protection Unquestionably, 
when properly used the Carrd Dakin treatment is deadedly 
advantageous If you recaQ I stated that the treatment called 
for the continuous moistening of the wound I did not use 
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320) The skin surface sloughed from the de^^tallzlllg ef 
feet of the traumatism and delated work on the bone tbe 
fragments of which were locked effectuall) in displacement In 
reference to a possible tetanus infection alw a} s follow the rule 
to gi\c antitetanic serum when in doubt 



I might refer here to the treatment of all wounds in general 
and compound fractures in particular instituted as a result of 
warwork I base in mind the Carrel Dakin treatment Ongi 
nails this treatment consisted of the continual moistening of 
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hive u«cd Lane phtca in the arm Ciscs ^ou will from time 
to time hear Line phtes condemned I i\ill grant ihil the) 
arc foreign bnciits but in about 65 per cent of the ca'ics gue 



' V r K 122 

1 121 an I 122 I raclor of tl c shaft of the laJ us before and after f^al on 

I > I anc ] lale 


alibolulth no trouble The) are mo^t e0cctual in holding frac 
lured b nis together and m man) are w.el« 7 itn\aWe 

\mont. the \arious mechanical methods of holding fractures I 
will mentK n the following 
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the term "contmual jmgation.” The treatment consists m 
regular instillation of the solution into the uttermost depths of 
the wound at definite inter\'als, usually two-hour mter^als, by 
a speoal apparatus, consisting of multiple rubber tubes, m such 
quantities as to proMde constant moisture to the wounded area 
In so far as its use in office work is concerned, to ciran a wound 
preparatory to dressing it, or insofar as the «ingle daily imga 
bon of the part m home or hospital is concerned, I do not be- 
he\e that the results attained are greatly supetior to those 
obtamed by the use of older antisepbcs This much can be 
said m Its fa^'or, it does not lose its cffiaency wben coming m 
contact With proteins and albumins The majonty of other 
chemicals comhme with those substances, thereby self lonitmg 
thor actmty I would condemn the routine imgabon of all 
wounds from the ttmc of injury I urge waiting until the 
early evidences of infecbon are manifest, and will predict that, 
if properly handled many wound» in mil pracbce win not 
beca m e septic. 

I digressed somewhat hrom my ongmal subject, but I 
want to impress upon your mmds the proper method of 
compound fractures Always try to reduce a fracture uamedi 
ately and apply a temporary restramt Be sure and i ray y our 
fractures after reducbon, because only by that method can you 
determine thal reducbon has been accomplished I refer you 
agam to the pictures that I last showed you The last three 
pictures were taken after reducbon had been attempted If I 
bad not x ray ed this hand I would ha^ e been satisfied that I 
had brought the fragments m apposibom If you will look 
do«eIy y ou win see that it is impossible to manipulate those 
fragments into posibon, because the lower fragment is oier 
ndmg the upper fragment and is posterior to it You will see 
also that the upper fragment is twisted and both have project 
mg epxcules Here are pictures of fractured forearms taken 
after reducbon had been supposedly accomplished These pa 
bents were under my care from the lane of injury and defied 
my efforts to reduce them (Figs 321, 322) You see here pic- 
tures of eadi case after I operated them k ou will nobce that I 
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Wires or kangaroo tendon ma> be used m fractures of small 
bones of the foot or hand and in fractures of the patella and 
clande In all other cases the use of wire is to be deplored 
At best It onl> holds the bones m fair apposition without im 



Fig 32i Fig 324 

Figs 323 aod 324 — Fraclure of both bones of the foreann Fa lure of coaserva 
tive treatment Successful rednCtwo open operation and I^ne plate 


mobilization To accompbsb >our object in a bone operation 
immobilization should be secured The contention has been 
raised m the past that some motion in a fracture i\as not only 
beneficial but desirable, that slight motion stimulated callous 
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1 Bone grafts or transplants 

2 Bone-pbtes 

3 Lane plates — \ anadium steel 

4 Impaction 

5 Wirmg 

Among the most spectacular ad\ances m constructne sur 
ger> in the past fen jears maj be placed foremost the bone 
transplant We ha\e now a method of o%ercommg persistent 
non union When bone is remoxed from a hxing CTtremitv 
there is a coagulation of the cells and xesseU of the removed 
portion through nhich and around which the hinph is unable to 
flow This of course results in the death of the celL in the 
lacurue and m the ha\ ersian canaL This w as most abl> brought 
out and clearlj demonstrated b\ the xer> recent work of Drs 
Galhe and Robertson of Toronto Tbcx al 0 «bowed that al 
though the cells die the osteoblasts absorb nutriment and pro* 
liferate and are the active factor m the production of new bone 
in the bed of the transplant Tran«plant in mx opuuen should 
oal} be used for old fractures where fibrous or non union ensts 

The pictures of the Lane plates show \eT> effecluall) how 
Ibex are u«ed and their action Thex are pureh mechamcal 
restraints and I advocate their use in recent mtractable frac 
ture Bone-plates are not so well known but I behexe will 
ultimatelj come mto more general use Thex have the ad 
vantage oxer the Lane plates of bemg uitimatcl) absorbed 

Frequentl) cases arc met xnth where it is possible or desir 
able to impact bones and that b\ virtue of such impaction 
remain in position If this is possible it should be done and 
the use of anj foreign bod> avoided I show here the fracture 
of the metacarpal bone after cqieratioc (Figs 323-326) The 
fragments w ere covered bx mu«de tissue as all badl> displaced 
fractures wiU be hou will see that no wire or restramt was 
used This xcas a case in which 1 was compelled to use the 
impaction method to hold the fragments m position The> 
shpped ‘^3mewb3t, but I shall leave them alone now Frac 
tures of this kmd “o^e trouble than larger bones and the 
more interfet^t^^^ there t» the more uiisatisfactor> the result 
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\\ircs or kangaroo tendon nia\ be used m fractures of small 
bones of the foot or hand and in fractures of the patella and 
claMcle In all other cases the use of wire is to be deplored 
At best it onlj holds the bones m fair apposition without im 



treatment Successful re luclion by i>prn opcnl n an 1 l^ne pUte 


mobilization To accomplish your object in a bone operation 
mimobilization should be secured The contention has been 
raised m the past tint some motion in a fracture was not only 
eneficial but dcsiriblo that slight motion stimulated callous 




mobilization 'hould be maintained \fler operation apph a 
nlaster cast and keep it applied until union is obtained rcmo\ing 
it onh to massage ibe parts or to manipulate joinu 

vat of doing I vant to caution nou against careless 
ness or indifference or negligence of technic in bone operations 
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Bones ha\ e not the same resistance to infection that soft tissues 
ha\e The saprophjtes of the air maj e\cn inaugurate an m 
fection that will bring to naught atl >our a\ork Keep jour 
fingers out Keep them off the parts of the instruments that 
come in contact wth the A\ound Handle jour plates SCTei\s 
sponges ligatures everjthing in fact with forceps Also do 
not be in a hurrj to operate upon a compound fracture Wait 
until the soft parts ha\e completel) healed And ne\er ne\er 
operate on a bone in the presence of an acti\e suppurating m 
fection It maj prove disastrous and the least jou can pos 
siblj hope for will be a sloughing of the transplant or the neces 
sitj of reopening and removing jour plates to cure a sinus and 
m the end jou avail find that jou have accomplished nothing 
because bone will not unite in the presence of an infection 
^\alt Let the infection subside and jou will be fulij repaid 
for the delaj bv the knowledge of jour work well done That 
m Itself will often be the greatest reward and greatest rccom 
pense jou can be given There will be a feeling of internal 
satisfaction that e\ en King Midas gold could not bring > ou 
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Graves’ Gynecology 

Text-Book, of G\necolog\. By Willjam P Gi?a\es, M D, 
Professor of Gj nccology at Harvard Medical School Large octavo 
of 770 pages, With 425 onginal illustrations, many in colors Cloth, 


TWO PRINTINGS IN FIVE MONTHS 

This new work presents gynerology new Imes An entire section is 

devoted exclusive!) to the phystolo^ of the peUie organs and to correlated 
gynecology— tlsxti relationship of gynecology to organs of internal hcrelion, breast, 
skin organs of sense, digestion and respiration blood circulatory apparatus 
abdominal organs nervous system bones andjomts A special section is devoted 
to entcroptosis intestinal bands and movable kidney 

The second portion of the book is devoted to special gjnccologic disease and 
IS arranged particularly for the convenience of medical students The first two 
parts (covering 500 pages) are entirely non surgical giving only drug and 
roccKanical therapy and matenal invahsabte to the general practitioner The 
third part is exclusively a treatise on iurgual gynecology, and includes profusely 
illustrated descnptions of those gynecologic operations that to the author seem 
most feasible A number of new operations are given and illustrated 


Our books are revised frequently, so that the editions 
you find here may not be the latest. Write us 
about any books in which you are interested 





De Lee’s 
Obstetrics 

Principles and Practice of Obstetrics. By Joseph £ De Lei 
M D , Professor of Obstetncs in the Northwestern Umventty MwSca 
School, Chicago Large octavo of I0B7 pages, with 938 illustrabons 
175 m colors. Cloth, {8 00 net 

TWO COmONS-rOUR reprints 

The Most Superb Book on Obstetrics Ever Published 


Yon «dll pmtounce this new booV by Dr DeLee the most ekbonte tbi 
meet ccperhly lUniTrated work on Obiieincs you have ever teen, Eapeoally wil 
you value the 9JS tHuttraharn practically aU on^mal, ud ihe best work of lead 
ter medical arosU Some 175 «f these Qlamatio&s are in colors. Such a tni{ 
Bificeet coUeetoo of ©bstetne pictarcs».aiid with rtaB/ /rattea/ va/ ae — to < rero 
before appeared is one book. 

\ on will find the text extremely piacncal throughout, Pr De Lee s aim t«>Bg to 
produce a book (hat would meet the needs of the g eoera] precn&ener to every p« 
tictilar For this reason diagnom is featured and the relaoons of ohstetnt cob 
dioons and aeade&ts to general tnediewe surgery, andthespemlncs brought icu 
prommence- 

Kegaidicg treatMent \ 00 get here the vevy latest advances in this field, and you 
can rest assured every method of treatment every Mepia operattve techmc.is;©* 
fight Dr De Lee s t»eDty-one years’ experience as a teacher and obstetnosB 
guarantees this 

U orthy of your particular attenbon are the dnmpbve tegmis under the Jllos- 

nauons. These are unutnaH) fiiB and by studying the pictures senaHywith then 
detailed legends you are better able to fottow the operabons than by refemsg m 
the pictures from a distant iext->.the usual method. 


Pr M A. Hanna, L* jcnaj Miitrsl CtlUgt Kimta Cuj 

1 am traok in staOflS that 1 pewe nnwre b (h 7 tBaa uf oihrr 
Jtraiy whKhcon lats ofpract.ea.Iy a. ibe recem books on that lubjec 
Prof W Sfoeckel, A w 

ty Detee j OCoictocs deserve? tbejiv* *st vecofo non. Thetei 


ibe book, and I 
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Bandler’s 

Medical Gynecology 


Medical OynecoJogy. By S Willjs Bamdler, M D, Adjun< 
Professor of Diseasei of Women, New York Post Graduate Media 
School and Hospital Octavo of 790 pages with 150 original illui 
t»atlonS Cloth $5 SO net Febmiry 191 

THIRD EOITION-60 PACES ON INTERNAL SECRETIONS 
This new work by Dr Dandler >$ jusi the book that ihe physician engaged ) 
general practice has long needed It is truly Ih^freelinenfr igynectlogy—p^AHTit 
for him written for him and illustrated for him fhere are many gynecolog 
cond pons that do not call for operatise treatment yet, because of lack of th. 
ipectal knowledge required for their d agnosis and treaoneni the general praci 
tioner has been unable to treat them intelligently This work not only dea 
aith those cond tions amenable to non operative treatment but it also tells how 1 
recogniie those diseases demanding operative treatment 
Aacncan Journal el Obttetnes 

He has shown good judgment 10 ih« seleeuon «< bis data. He has placed most empha 
on diagnosi c and iherapeui c aspecis He las presenied b s facts in a manner 10 be readi 
pasped by the general pract aoner 


B&ndlet’s Vaginal Celiotomy 

Vaginal Caliotomy* By S Wvlus Bandler M D New Yoi 
Post Graduate Medical School and Hospital Octavo or450 pages w 11 
148 original illustrations Cloth, 00 net 


SUPERB ILLUSTRATIONS 


The vaginal route because oi its simplicity ease of execut on absence 
shock more certain result* and the opportunity for conservative measures co 
stituies a field wh ch should appeal loall surgeons gynecologists and obsteinciar 
Tosienor vaginal celiotomy is of great importance in the removal of small tul 
and ONanan tumors and cysU and is an Imporunt step in the performance 
vaginal myomectomy hysterectomy and hysteromyomectomy Antenor vagii 
celiotomy with thorough separat on of the bladder is the only certain meth 
of correcting cjstocele Pubtislied Jsoiu/7 f 


The Lancet London 

Dr Band *r has done good serv ce in wnt ng this book wh ch g 
Sion of all the operauons wh ch may be undenaken through the vai 
strong case for these operat ons 



SAUAOtRS' BOOKS ON 


Ashton’s 

Practice of Gynecology 


The Practice of Gynecology. By \V. Easterly AsHTOv, M D, 
LL.D, Professor of Gjnecologym the Medico-Chirurgical College, 
Philadelphia. Handsome octavovolumeofi093pages, containing 1097 
onginal line drawings Cloth, $6 50 net 


NEW (6(h) EDITION— fMibluhed OctoW, 1916 


The connnued success of Dr Ashton s work is not surpnsing to »ny one 
knowing the book The author takes up each procedure necessary to gynecologic 
step by step the student bein' led from one step to another just as m studying 
any non medical subje-t the minutest deuil being explained m language that 
cannot fait to be understood even at first reading S.>thing is left to be taken for 
r'lnted the author not only telling his readers in e«ery instance uhat should be 
h i( also frtcutly Aew to do $t A di$tin<.tly onginal feature of the book is 
the illustrations numbering (oj8 line drawings made especially under the author s 
personal supervision from actual appintu> living models and dissecoons on the 

From Its first appearance Dr Ashton $ book set a standard m proof col 
medical books, that he Aas produced a work of unusual value to the medca' 
practuioner is shown by the demand for new editions Indeed the book ts a 
nch siore house of practical infonnahon presented in such a way that the work 
cannot Jail to be of daily service to the practitioner 


Howard A- Kelly. M D 

Pre/iKtraf Cjiniuhfie Surgery /jknj ffafhui UunmUy 
**|l isdifferent from asjth o; that bases yet appeared The iQustralions are 
clear and satisfactorv One speciaBr sood leatore is the pa os with which you 
many deu Is so often left lo ibe imapnanoo ' 

Charles B. Penrose. M D 

Formerly Professor of Crueeotogy s<e the Umvetst/ro/ Perrsyh/assto 
- I know of no book that goes thoroughly and sansfactor W into all the ielo, 

Ih n- connected wi h the subject, lo lb a respect your book differs from the others 


rteor^e M. Edebohls, M. D. 

'^^ofosorof D.seosetofWmnen tsem York Pott Gri 4 uoSe Meisect i 
■•A test bik most admirablyadipted M/ear* gvoeeologyto those 
. .h. m niifect and moal elemeoiary details from bones 
knowledge, even lo We m oom- 


d^nbe U 


gel J>e» 



GYNECOLOGY AND OBSTETRICS. 


Kelly and Cullen’s 
Myomata of the Uterus 


Mj'omata of the Uterus. By Howard A Kellv, M D , Professor 
of Gynecologic Surgery at Johns Hopkins University, and Thomas S 
Cullen, M B , Associate m Gynecology at Johns Hopkins University 
Lai^e octavo of about 700 pages, with 388 onginal illustrations, by 
August Horn and Hermann Becker Cloth, 50 net. 

Published Mar. 1»09 


ILLUSTRATCD BY AUGUST HORN AND HERMANN BECKER 


This monumental work the fruit of over ten years of untinng labors, will 
lemam for many >ears the last word upon the subject Written by those men 
who have brought step by step the operative treatment of uterine myoma to 
such perfection that the mortality is now less than one per cent , it stands out as 
the record of greatest achievement of recent limes 


Sutgery, Cynecolofy. and Obiletncs 


(alth (o fuiore stadeots ' 


•mpcebeosive work of ihe kiod yet published. It 

itadeoM" ‘ 


Cullen’s Adenomyoma of the Uterus 

Adenomyoh* of the Utfrus By Thomas S Cullen, M B 
pages, with onsioal illoslntwns by Hennano ^ckcr end August 


" A good example of how 
work, worthy of the high r« 
emanates — Thi Lanitl, Lt 


such a iDoiwgraph should be wntlen It is an excellent 
pot-uioa of the author sad of the school from which it 


Cullen’s Cancer of the Uterus 

Cancer of the Uteres ty Thomas S Cullen, M b Uree octavo of Ana 
page^ wuh over ^oo colored and bdf tone text^ls aad eleven luhlgraphs Cloth. 
*' Published 1900 

• Dr Cullen s ^k is the staodaMmrk on the Create.st.ip«iyAW.n,Wk. facB*e 
surgical worn todav Adt one who desires to attack this great oroblem 
this book --H oward A Kelly, M D,>S«r 




SACr\£fE/iK BOOAS OV 


Kelly & Noble’s Gynecology 
an^ Abdominal Surgery 

Oynecotogy and Abdominal Surgery Edited b\ Howard A. 
KttM M D Professor of G>necolog\ in Johns Hopkms Unncrsity, 
and Charles P S'oble, M D formerly Chrncal Professor of Gyne- 
cotogy in the Womans Medical Colkge, Philadelphia, Two imperial 
octato volumes of pages each containing 880 illustrations some in 
colors Periolume Cloth $8 00 net 

TRANSLATED INTO SPANISH 

WITH 830 ILLUSTRATIONS SY HERMANN BECKER AND MAX BRODEL 

]o viev of the inhmate association of gvnetolc^ «oth aMomsBaS surgery the 
editors haie combined these two important subjecu in one «oiL Forthi> ressos 
die votV'wtll be doubU \atuable (or not onK the gsnecologin and general pnc 
tiuoaer ml! fnd it an ethaustwe ueanse but the surgeon also will find here the 
lates techruc of ibe lanous abdominal opeiacoes Ji possesses a number ol 
saiuable features not co be fiund manv other publication covenn; the sssie del li- 
lt conuins a chapter upon the bactennI<^J^ and one upon the pathology of gyoe 
cologv dealing full' mib the sc rntinc basis of gvnecologv In no other 'rork 
can this loformatjon prepared b\ snc at >u be found as separate chapten- 
There is a laige chapter devoted cntireK to m/Jt a! Q-ni vtosy written especiaBy 
for the phvsician enji ea in eneral p ^ n e sur •» proper as dis 

tincl from nerologv s f Uv t e.ted 


Davis’ Manusyl of Obstetrics 


Dr DaM» Manual 5 comi lete n e 
f.n^nallner'r*’*'" » ^1AI eichapte 
bonv pel'is pbys’oi"? f »«'’»♦- = 

crou-ih and deicopment of ihe en n. 
higiene p3tholu„ <c oplcaron ! 
pi canons) roana e-nent the 1 e a 
cbstetnc asepsis and anlifps » lef 
hnoftimv preveni on and lepa t a* 


n at and f I! ttaied « * 
t «t n rmal and abnormal 
( he b -th can in p e nines 


e alv,' 


feul patfiolc^;} 




G^SELOLOGY A^D OBSTETRICS 


Webster’s 

Text-Book qf Obstetrics 

A Text-Book of Obstetrics. Bj J Cl4Rcnce W’lester M D. 
(Edin).F R C P E . Professor of Obstetrics and G) necolog) in Rush 
Medical College, m affiliation with the Onitersitj of Chicago Octavo 
volume of 767 pages, illustrated Cloth, 5500 net 

PubUihedJuly l«93 

BEAUTIFULLY ILLUSTRATED 

In this work the anatomic changes accorapan>ing pregnancy tabor, and the 
ptierpenum are described more full) and lucidU than in an) other text book on 
the subiect. The exposition of these sections is based mainl) upon studies of 
froien specimens Unusual consideration is given to embrj ologic and ph> siologic 
data of importance in their relation to obstetrics 
Buttalo Medical Joumat 

a practical text bonk on obstetrics tor both student and praeiit oner there is left very 
I ttle to be deiireiJ it being a. near peitecuon as am compati »ork that lias been published 

w ebster’s 

D iseases of w omen 

A Text-Book of Diseases of Women B> J Clarence Webster, 
M D (Fdin 1 F R C P r Piofc'SOrof Gxnccoloqj and Obstctncs 
in Rush Medical College Octaxo of 712 pages with 372 text illustra 
tions and to colorctl plates Cloth S-OOnct 

Dr \\ ebstcr has ivrilien ih •> morU peett! y Or the ^enet t/ p' ictilifii i ds 
cussir„ the rlin il /ettires { the st h(ect in thecr widest rehtions t) ^eneral 
pract re riiher than fr m tic Mxndpoint of s|>ecul>sni The magniticent illus- 
trations three livincitcd and setentt two in number are nearlt all nnginal 

Howard A Kell)' M D 

Pr /„> r f i. nt g- ‘iur try Jika I! piiHt Lmntn tj 




SAKMJSfiS" BOOKS OX 


Hirst’s 

Text-Book of Obstetrics 

Eighth Edition 


A Text-EJook of Obstetrics. By Bartos Cooke Hirst, M D, 
Professor of Obstetnes m the University of Pennsylvania. Handsome 
octavo of 863 pages, with 715 lilustraDons, 38 of them in colors Qoth, 
$3 00 net. PubCihed J»niiu7, 

THOROUGHLY RCVISCO AND RESET THROUGHOUT 

This nork IS the result of a ptactice deioied for the past thm) jeanexdu 
sivelj to obstetnes asd ^neeic suiter) in pmate pracuee and m eight of the 
prtneipal ho<pittls of Philadelpbu The author % etpenenee in obstetneaJ com 
pbcatioos andopeneons has consequeotl) been eecepconal]) large He has been 

engaged moreover during the whole ofhis professional career in teachuigmedical 

<eudenu in clinics hospicals laboratones and in the lecture room For this edi 
bon the tension «as so heavy that the work had to be reset from cover to cover 
It It virtual]) a nn ei’rk embracmgaR the era inttmtl m this field, and pre- 
senang the subject from the viewpoint of mtitm obstetnes 


OPINIONS OF THE MEDICAL PRESS 


EAtuh Medical Journal 

. ■ heir aitutriuoM 


Bolletm of John* Hopkins Hospital 

“The work IS ao admirable one m e<rrr tease of the wonj conciselr but eomprthensrelT 
wTitleii." 


Tbe Medical Record. New York 

The aostrinoos are nwneroia aad arrioorki of art maoT cf them appearms for the fits' 
75>r clear so that it is nerer neteiMfy 

_-ieBce 10 order to crarp the meaaior Asa trwe model of what a modem »« 
to re-rea a diooid be we feel lastihed la aBttaiiiB tbai Dr Hirst s book -s without a 

book OB obstetna aow»- 
mat” 



DISCASES OF lVO^fE^ 


HirstV 

Diseases of Women 


A Text-Book ol Diseases of Women By Bartov Coore Hirst, 
M D Professor of Obstetrics University of Pennsylvania Gynecolo 
gist to the Howard the Orthopedic and the Philadelphia Hospitals 
Octavo of 745 pages with 701 original illustrations many in colors 
Cloth S5OO net, PubUbed A«gusl 190 S 

SECOND EDITION— WITH 701 ORIGINAL ILLUSTRATIONS 

The new edition of this work has just been issued after a careful revision 
As diagnosis and treatment are of the greatest importance n eonsidenng diseases 
of women particular attention has been devoted to these divisions To this end 
also the work has been magnificemly ill minated wiih 701 illustrations for the 
most pan or g nal photographs and water colors of actual cl meal cases accumu 
lated dunng the past fifteen years The palliame treatment as well as the 
rad cal operatve is fully described enabling the general practitioner to treat 
many of h s 0 vn pat ents thout referring them to a specialist An entire sec 
bon IS desoted to full desenption of all modem gynecologic operations illumi 
nated and elucidaei by numerous photographs The authors extensive ex 
penence renders ui s work of unusual value 


OPINIONS OF THE MEDICAL PRESS 


Med cal Record New York 

Iis me » cm be apprec ated onl; by acaretil perusal Nearly one hund ed pages 
are de»o ed o echn c Ih s chapter be ng n some respects supenor lo the de cnpl ons n 


Bolton Medical and Stirg'cal Journal 

The au ho has g en spec a a enlonlod gnos s and treatment ihroughoul the book 

and has nroduced a p ac ral I eat se wb ch shon d be of the grea est value to the student, the 
genera pr c oner and he spec a St 


Medical News New York 

Office I ea ment s given a due amonat of cons dera 
useful lo the non opera or as To the spec at s( 


SO that the work w II be as 
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to 


GET 

THE BEST 


American 


THE NEW 
STAND AM 


Illustrated Dictionary 

New (9th) Edition— 2000 New Word* 


The Atnencan Illustrated Medical Dictionary, A rsw and com- 
plete dictionary of the terms used in Mediane, Surgery, Dentistry, 
Phamucj*, Chetnislrj', Vetennary Science, Nursing, and kindred 
branches; mth o*er loonei* and elaborate tables and many handsome 
illustrations By W- A. Newmas Dobiand, XI D, Editor of "The 
Anencan Pocket Medical Dictionary " Large octavo, 1179 pages, 
bound m full flexible leather Pnce, S3JOO net. mth thumb index, 
Sj 50 net. KbCiiicd OcKkcr i»ir 

rr DEHNES ALE THE HEW WOROS-MANY NEW TCATORCS 


The Ameneu lUusmted Medical Dicoooaiy de&ee* buedreds of the nevesT 
tenss not defined in any otbe* dicooBaty— bar none These ne* terms are bre 
acQre words taken ngbt imm fflodem med cal bterature 

It g\i es the cap talizaaon and pronunoatioD of all words it males a feamre 
of the dent aoon or etitnology ot the words In some dioionanes the emnologr 
ecevpies only asecondarr pbce >n many cases 00 drnt-aaon being given at alL 
In the ■ Aiaencan IlUstrated pracccallv eierv word is gnen its denvanon. 
Eiery *ord has a separate pan^ph ibas maVinj 11 easy to find a »ord 

"The tables of artene- muscles cer»es \cins etc are of ihe sreaiest help 
,a asseobbog aratoriic facts In then are da sfied ft?*- qi.icl studi all the 
eccessarv information aboj the vaneus 'tnictures 

Even »ordispien its dc^nicon— a definicoo ttil in the fewest pos- 

irnrds In sof'e d-cconares h.rdreds cf words aie not defined at all refer 
nn-" the reader to some ether source for the irfarmat on he wants at once 


Howard A- KeDy, 

-TheAoera-i 


CdSns Warren, 



M D.yt” /r'h» Cmr-^T B, mcr 

J u tr» -s D aa-T » admi-a . I , , 

, M- D,. LUD . r R-ChS (Hoa >. //i-r 
J f t i to B>ria~"xal 1. eraty w'>ft 

comfjrtably J os- n tn |»e «»oe« to an 
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Gi.SECOLOGV AX1> OBSTETRICS 


Penrose’s 

Diseases of Women 

Sixth Revised Edition 


A Text-Book of Diseases of Women. By Charles B Penrose, 
M D.Ph D, formerly Professor of Gjnecology in the University of 
Pennsylvania, Surgeon to the Gynecean Hospital, Philadelphia Oc- 
tavo volume of 550 pages, with 22$ fine original illustrations Cloth, 
£3 75 net PubUshed March, IMS 

ILLUSTRATED 

R^Idrly every jear a new edicion of Ihis exeeWent fexc book is called for, 
and It appears to be in as great favor wuh physicians as with students Indeed, 
this book has taken its place as the ideal work for the general practitioner The 
author presents the best teaching of modern gynecolog) untrammeled by anti- 
quated ideas and methods In every case the most modern and progressive 
technique is adopted and made clear by excellent illustrations. 

Howard A. Kelly. M.O,, 

Prtfctsortf Cymcthgtc Surgtry Jahnt Hcfimt Vixvtrnty BnUimirt 
" I shall value very highly die copy of Penrose's • D seases of Women * received. I have 
already recommended U to my class as THE BEST pook.** 


Davis’ Operative Obstetrics 

Publi bed Seplember 1911 

Operative Obstetrics. By Edward P Davis M D , Professor of 
Obitetnes at Jefferson Medical College Philadelphia Octavo of 483 
pages with ->04 illu'-tratioiis Cloth, <5 soncl 

INCLUDING SURGERY OF NEWBORN 

Dr Davis’ new work is a most practical one, and no expense has been spared 
to make It the handsomest work on Uie subject as well Every step in every 
operation Is descnbed minutely and the technic shown by beautiful new illustra- 
tions. Dr Davis' name 1$ sulTioenl guarantee for something above the mediocre. 




^OOKS 0\ 


Norris’ 

Gonorrhea in Women 

Gonorrhea in Women. B> Charles C Xorris M D , Instn.ctof 
in GjTiecologj , Utu^ eraty of Pennsj Ivania. \Mth an Introduction bj 
John G Clark, M D, Professor of Gjnecologj, tlniN’crsitj of Penn 
sjh-ania. Octa\'0 of 5 so pages illustrated Cloth,$650neL suj nn 

A CLASSIC 

Dr Norm here pre«eiils a work that is demned to take high place asecg 
puhlicaBoBs on this subject. He has donehis work thoroughly He has searched 
the inportart Lterature very carc^y o»er 5500 references heiogutilued. TLs 
coupled inth Dr Noms Urge espeneoce pies bis book the stamp cf acthcrty 
The chapter oa semtt and tacane thenp) and orgaaotberapy is pamcolarlr 
Talaable because tt expresses the newest adiaaces Ereiy phase cf the scb ect 
IS coaadered Hutorr bactenology pathology sociology propbjlaxu traansest. 
gonoRbea dsnng pregnaacy paitanoon and puerpenua aad all ocher phases 


Ashton's Obstetrics eighth uinoe.>pohiuh*d jun»ry in? 

Essentials of Obstetrics B> \\ EA^TERLt A'hton M D 
Reused b% John A. McGunn MD irmo of 287 pages lOgillus- 
trafions Cloth $« 2$ ncL In 5 «i»ndm Qafslion’CemptTui Serus 

Schaffer O Webster’s Operative Gynecology 

Atlas and Epitome of Operatise Gynecology B> Dr. 0 
ScHtrFEK of Heidelberg Edited with additions b> J Clarence 
Webster, 'I D (Edm) F R,C P E 138 pages, illustrated. 
Ooth $3 00 neL In Saunders Hand Atlas Series pstpSiarf i«« 

Cragin’s Gynecology Eighth Edsuou— pnbCihed Odebe- 1?** 

Essentials of Gynecology Bi Edwin B Cragin MD Re 
Mjcd b3 Frank. 5 Mathews M D Crown octaio 232 pages 
39 illustrations Cloth $1 23 net /n Saundtrs" Quesiton-Cimpend 
Series 

American Pocket Dictionary (lom 

- Pocl^et Medtcai Dictlonai^ Edited £9 W A 

HC^Riano a. ■'I- M D 707 pages $125 net. with 
[rSiumb index, $« 50 net p»i.r.at «4 o«w t.if 

f»li* u 
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Montgomery’s Care of Surgical Patients 

Care ot patients Uodergoms Qynecolosle and Abdominal Procedures 
Before, During, and After Operation. By E E Mostgomcr\, A M 
M D , LL. D . F ACS, Piofessorof G>necolog) in Jefferson ^Jedlcal Col- 
lege, Philadelphia I amo of 149 pages, illustrated Cloth fi 25 net 

Every abdominal operation is deBnitely coveted and each step in it set down in 
detail, giving the reasons for every procedure The duties of the nurse and the 
assistants are explained clearly, giving you detailed instruction and specific fnfomia- 
tion on every operation m the field of gynecologic and abdommal surgery It is a 
book to lessenyour labor and increase>ourefficieocy It is pre and post-operative 
care complete PubU&lied December. 1916 


Schaffer and Edgar’s Obstetric Diagnosis and 
Treatment 

PubUsbed Jiaucij, 1901 

Atlas and Epitome of Obstetric Diagnosis and Treatment. By Dr 
0 SCHAFPeR. of Heidelberg Edited, with additions, by J Clifton Edgar, 
M D . Professor of Obstetrics and Clinical Midwifery Cornell University 
Medical School New York With iss colored figures on 56 plates, 3S text- 
cuts and 315 pages of text. Cloth {300 net Saunders Hand Atlaw 


Schaffer and Norris* Gynecology 

Atlas and Epitome of Gynecology. By Dr 0 Schaffer of Heidel 
berg Edited with additions by Richard C Norris A ht , M D , 
Gynecologist to Methodist Episcopal and Philadelphia Hospitals W’lth 20; 
colored figures on 90 plates text cuts and 308 pages of text Cloth, 
ti 50 net In Saunders Hand Atlas Senes Published i9oo 


Galbraith’s Four Epochs of Woman’s Life 

New (3d) Edition 

The Four Epochs of Woman’s Lite: A Stidi is IIigiene E) 

M Galbraith M D Fellow of the New \ork Acidemy of Medicine etc. 
With an Introductory ^oie bv joHS H Missru \I D Universit) oi 
Pennsylvania 1 ■•mo of 296 pages Cloth s jjie' Pub rted March 191- 
Birmingham Medical Review, England 





